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PSYCHIATRY IN INDUSTRY ’ 


FREDERICK W. DERSHIMER, M.D., Witmincton, Det. 


This is a sketchy preliminary report on a 


based on its first two years of existence. The 
author had previous experience in industry. 

No attempt was made to lay out a program 
Dr. Gehrmann, the medical di- 
rector of Du Pont, agreed with the author 
that such an attempt would violate a basic 


in advance. 


medicine because it would 
constitute an attempt to prescribe treatment 
without first making a diagnosis. 


rule of scientific 


It would, indeed, go further in the wrong 
direction. Accurate diagnosis is impossible 
without a knowledge of the anatomy, physiol- 


Lif 

ogy and pathology of the patient. The psy- 
chiatrist, therefore, needed to learn as a first 
step everything possible about the organiza- 
tion and healthy functioning of the industry 
and, next, its psychiatric problems. Then, 
and only then, could he hope to make accu- 
rate diagnoses of psychiatric needs and plan 
how to treat them. 

The importance of this basic knowledge 
appears to have been underestimated in the 
literature on psychiatry in industry, much of 
which is built upon flights from reality and 
creates an the 
It offers remedies for ills that do 


aura of witchcraft about 
subject. 
not exist, for ills that are unimportant, or 
ills that are already fairly well controlled. It 
completely misses some important problems 
on which psychiatry might offer valuable aid 
if psychiatry would first learn what these are 
and accept them as problems for study. 

The general result is that industrial man- 
agement, not illogically, looks upon psychia- 
trists as long-haired, impractical theorists 
who, without ever spending the time to learn 
the facts, attempt to tell industry how to 
run its own business; or goes to the opposite 
extreme and accepts the idea that psychia- 
trists are miracle workers who have panaceas 
to charm away all their problems. Either 
attitude makes serious problems for the psy- 
chiatrist entering industry. 

No psychiatrist can learn all about in- 

1 Read at the 
can 


102d annual meeting of The Ameri- 


Psychiatric Association, Chicago, Ill., May 


27-30, 1940. 


dustry by visiting a plant or two and talking 
with a few members of management. Indus- 
tries, like individuals, have each their own 
personalities based on the personalities of 
top management, on company policies, the 
type of industry, and a host of other varying 
factors. Even within a large industry, such 
as ours, there are great variations between 
different departments, as psychiatrists should 
expect. The emotional atmosphere in an area 
where a highly toxic substance is made is dif- 
ferent from that in a plant where the chem- 
ical hazards are minimal; or from that in an 
explosives plant where the hazards are quite 
different. 

This emotional atmosphere varies, too, in 
proportion to the efficacy of the protective 
measures employed. Our explosives plants, 
for example, have for years maintained an 
accident rate which averages around Io per- 
cent of that in explosives plants in general 
and which is lower than that of many in- 
dustries which are not considered hazardous. 

The chief psychiatric hazard, as a result, 
is not found among the operators in such 
plants at all. It is, instead, the anxiety which 
the superintendents of such plants tend to 
develop as a result of the emphasis on pre- 
venting accidents. This creates strains 
which, in susceptible individuals, may pre- 
cipitate psychoneuroses. 

Psychiatric problems depend, likewise, on 
the kind of medical service supplied by the 
company. Tetra-ethyl lead is a highly toxic 
volatile substance capable of rapidly causing 
death either by inhalation or by absorption 
through the skin. When its manufacture was 
first attempted, fatalities occurred. Other 
men became psychotic after exposures. Lead 
encephalopathies were found postmortem. 
There is, as a result, a great fear of this sub- 
stance among those who work in it. 

But our own medical research has shown, 
long since, that the absorption of this sub- 
stance can be accurately measured by means 
of analysis of blood, urine and feces and that 
untoward effects do not occur unless certain 
concentrations of lead are reached. Men 
working in areas where the substance is 
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made are, therefore, examined every three 
weeks and specimens of blood, urine and 
feces are taken. If, on analysis, the concen 
tration of lead is found to be one half the least 
amount that can cause trouble, the individual 
is removed from that area until further anal 
yses show him free of lead. 

Every effort is made by the plant physi 
cians to educate the operators and their 
supervision with regard to the hazards and 
means of protection. Any man who, through 
accident, suffers any unusual exposure is 
rushed to the plant hospital for cleansing 
and medical treatment. By such education 
and preventive examinations and treatment, 
every effort is made to bring the hazards of 
the operation out of the realm of the un 
known into the known, and then to suppl) 
adequate protection to the men. The mental 
hygiene value of such procedures cannot b 
over-estimated. Knowledge of them is es 
sential to the psychiatrist who would attempt 
to do rational psychiatry in such areas. 

He would need to know even more. The 
American workman has certain traits and 
habits which also enhance some psychiatric 
problems. Older employees in hazardous 
occupations, for example, commonly initiate 
new men by telling them all the tall tales 
they can invent at the moment, and all that 
have been invented in the past, about the 
dangers of their work. Fact and fiction are 
skilfully combined into a fearful whole. And 
some new men accept it all and work there- 
after in a state of chronic terror. 

The American workman has another habit 
which misleads the casual visitor to plants 
and helps to keep psychiatrists and many 
other people misled about how hard he 
works. Whenever a visitor approaches a 
plant, the word is quickly passed around. If 
men are shooting craps in the locker room, 
they are notified; if others are sleeping in 
the toilets, they are awakened. Those who 
were visiting friends hurry back to their 
stations. All of them assume a serious ex- 
pression and work as if their lives depended 
on it. So the visitor leaves with the feeling 
that they lead very hard lives. 

The facts may be quite different. The 
monotony of labor that allegedly breaks 
workmen down is sometimes due to men 
having too little to do. In a certain electric 
weldery known to the author it was easily 
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1 their proposals before as- 
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The psy ist W vestigates will find 

lso that industry employs and uses indi- 

ils wv to known psychi- 

tric category and that individuals whom the 


average psychiatrist might think unemploy- 


uable employees. I 
ple, paranoid schizo- 
hrenic who was expelled from a small men- 


1 hospital be e of the disturbances he 
ed there. He was hired and put to work 
factory before this interesting bit of 
history was obtained and, after one 
listurbance, which was well handled 
his foreman alone, he worked satisfac- 
ily for the two ye he could be followed. 
\s this suggests, industry may be able to 
+h us something about handling difficult 
hiat patients. And before we decide 
o screen them out, we need to give serious 
onsideration to the fact that industrialists, 
cnown for years to be serious psychiatric 
~ases, have made invaluable contributions to 
industry 
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his work in the Du Pont Company by acting, 
for several months, as a regular industrial 
physician in the home office, doing routine 
physicals, caring for first aid patients and 
consulting with employees on their medical 
problems. This supplied an opportunity to 
learn something of the policies of the com- 
pany and to see a cross-section of the em- 
ployees including members of top manage- 
ment. In addition, frank psychiatric prob- 
lems were referred to him as they appeared. 

Out of this, in a natural manner, a psychi- 
atric practice developed. Incipient psycho- 
neuroses and other conditions were dis- 
covered early, diagnosed and treated. Super- 
vision and management began to refer prob- 
lems. Questions of sick leave led to consul- 
tations and conferences about some of these. 
In a few months, psychiatric work demanded 
the author’s entire time. 

From this beginning, the work has 

branched out in several directions. Of these, 
the most important remains that of learning 
the physiology—the normal functioning—of 
various units of the company. And, with this, 
the pathology—the psychiatric problems—of 
these units. It may appear that I over- 
emphasize this, but I do not believe this can 
be done. Psychiatry cannot be rationally 
applied to industry except on the basis of 
current knowledge of that industry in all 
its parts. 
So, whenever possible, visits are made to 
plants and laboratories. On such visits every 
opportunity is grasped for talking to the 
operators, technical men and management to 
learn what they are working at and how they 
approach it. One technical division invites 
the psychiatrist to sit in on all the meetings 
of their top staff. Meetings of sales, adver- 
tising and production executives have also 
been attended. To some of these the psychia- 
trist has been able to contribute. 

Out of such study and contacts has come 
one of the most valuable projects in our 
program. For the past six months or more, 
the management and directors of a large re- 
search division have been meeting specially, 
twice a month, in a seminar with the psy- 
chiatrist to discuss their own emotions and 
any problems of managing themselves or 
their personnel which may arise. This con- 
stitutes the equivalent of group therapy 
applied to normal people in positions of con- 


siderable authority. The results are already 
becoming apparent in their own attitudes and 
behavior and in the morale of their subor- 
dinates. This is genuine preventive psychi- 
atry. It is also the first attempt known to 
us to develop executive ability on a scientific 
basis. 

Another valuable procedure has been the 
conferences held with members of manage- 
ment and supervision about cases in which 
management’s treatment has adversely af- 
fected the patients. Men in authority have 
shown great interest in learning about any- 
thing they had done to precipitate such cases, 
in order to learn how to avoid such detri- 
mental practices in the future. In some 
cases, the superiors themselves have come in 
for treatment of personality traits which were 
interfering with the productivity and de- 
velopment of their subordinates. Better 
human relations have resulted from such con- 
ferences. This, too, is preventive psychiatry. 

Time will not permit a detailed report on 
all our activities. They include early treat- 
ment of incipient psychiatric problems, ad- 
vice as to the referral or hospitalization of 
more severe ones, talks to groups of super- 
visors and plant managers, papers for our 
plant physicians, and clinical instruction at 
the plants for some of them as circumstances 
permit. 

A serious unsolved problem is the fixed 
habit of many uninformed practicing physi- 
cians and surgeons, including some psychia- 
trists, of advising all “nervous” patients to 
take time off. The Du Pont Co. pays full 
wages for three months in case of illness 
after one year of service. If the employee has 
agreed to pay for his share of the premium, 
he receives an additional $25.00 a week acci- 
dent and health benefit. The physicians in 
question know this and order time off with 
greater than average freedom because the 
patient will not suffer financially. By doing 
this they turn incipient psychoneurotics into 
chronic cases which are then much more dif- 
ficult to treat. Education of the medical pro- 
fession in the diagnosis and proper treatment 
of psychoneurotics will alone correct this 
dangerous practice. We are making some 
small experiments to determine how such 
education can be most effectively accom- 
plished. 
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CONCLUSION that normal people are the hosts or 
about the application of psychiatry in indus aa Nae 
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CURRENT TRENDS IN INDUSTRIAL PSYCHIATRY ° 
LEONARD E. HIMLER, M.D., Ann Arsor, Micu. 


Since its beginnings as a specialty some 
thirty years ago, the growth of industrial 
psychiatry has been highlighted by a few 
outstanding successes, but its major gains 
have been accomplished through a slow and 
often uneven process of infiltration. Even 
after the impetus given by World War I, 
progress in the next ten years was sporadic, 
coming virtually to a standstill during the 
ten years preceding World War II. The 
utilization of the concepts of psychiatry and 
mental hygiene in the present industrial 
scene has still not advanced beyond the pio- 
neering and exploratory stage It is too 


soon to say with any certainty whether the 
upsurge given to industrial psychiatry by 
the last war has finally laid the foundation 
for 2 more rapid and a more extensive de- 
velopment of this field than has occurred 
in the previous three decades. The present 
widespread concern over the placement and 
readjustment of men discharged from mili- 
tary service with neuropsychiatric conditions 
as served to keep alive the impetus which 
was given by the manpower problems during 
Another and 


the period of mobilization. 
till more recent stimulus arises from the 
recurrent, 


deeply seated problems in the 


human relations field growing out of unre- 


solved conflicts between individuals and 
groups representing the opposing points of 
view of management and labor. 

In addition to the immediate problem pre- 
sented by the dearth of psychiatrists with 
adequate industrial experience and orienta- 
tion, a great amount of educational work 
still needs to be done before management 
as it is now constituted will be able to appre- 
ciate and accept the contributive possibilities 
of psychiatric understanding and techniques. 
This is true from the humanitarian as well 
as the economic point of view. Two practical 
obstacles which stand in the way are the lack 
of training facilities for psychiatrists in in- 
dustry and the absence of established prece- 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 
27-30, 1946. 


dent for initiating psychiatric programs(1). 
Since the functions of the psychiatrist who 
enters industry invariably encompass both 
medical and personnel fields, it is important 
that he should not be too narrowly identified 
with purely medical or clinical activities. He 
must be prepared from the outset to collabo- 
rate and adapt his techniques to those of 
other departments within industry dealing 
with human relations, such as_ personnel 
counseling, psychological services, employee 
research, and various industrial relations ac- 
tivities which are sometimes grouped under 
the term “human engineering.” 

It is in many ways fortunate that the 
educational, advisory, and consultational na- 
ture of the psychiatrist's work within an 
industrial organization requires no special 
vrant of authority; but on the other hand 
little real progress can be made without the 
full endorsement of top management. Ex- 
periences of industries that have utilized 
psychiatrists on either a full or a part-time 
basis during the war have completely dis- 
pelled the initial fear of some that unless 
it is done secretly, the introduction of a psy- 
chiatrist would be resented by employees. 
There is no longer any need, if indeed there 
ever was, for concealing the identity of the 
psychiatrist or having him masquerade under 
a false title. Such unrealistic methods merely 
complicate his task and are as handicapping 
in the end as the mistake on the other ex- 
treme of announcing his presence with great 
fanfare. 

The specific functions of the psychiatrist 
in industry have characteristics all of their 
own and some of these stand in marked 
contrast to the procedures used in the private 
office or clinic. In his work as catalyst to 
all activities which have to do with the han- 
dling of people and the prevention of damag- 
ing interpersonal relations, the industrial 
psychiatrist cannot work in isolation. His 
efforts must be intimately correlated and 
coordinated not only with those of medical 
and personnel workers, but also with the 
activities of those who give psychological 
tests and are engaged in interviewing and 
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intere 


the 
serving the organization as a whole it 


counseling employees. In 


be necessary to modify and adapt concept 
concerning confidential information afte1 
manner in which this is done in a psychi 
clinic. 

The 
broader consulting and educational functi 
in which the industrial psychiatrist must pl 
a leading part: 


following list gives some of 


1. Correlation of techniques for improv 
ing the selection, placement and promot 
of employees presenting some degree of m« 
tal, emotional or intellectual disorder. 

2. Elucidation of techniques for uncovet 
ing actual as well as potential ‘problem em 
ployees” and for the handling of such 1 
viduals by supervisors, medical and perso 
nel consultants, including the line of referral 
for those who require psychological or ps) 
chiatric consultations. 

3. Participation in training programs fot 
counselors and supervisors in respect to 
derstanding and handling the psychologi 
factors influencing the productivity of 
normal and problem workers. 

4. Checking the effectiveness of, and di 
veloping techniques for improving all ¢ 
ployment, medical and personnel functior 
involving interviewing and counseling. 

5. Provision of a consulting service oper 
to both management and labor union officials, 
as well as others who voluntarily request 
interviews. 

6. Organization of research 
which throw light on causes and remedies 
of personality problems on both employe 
and supervisory levels. 


proj cts 


It might be of interest in this connection 
to review some of my own experiences dut 
ing the war period as a part-time psychiatric 
consultant in a plant having 2200 employees 
The overall span covered by this experience 
was fifteen months, which on the basis of 
two days per week corresponded to about 
five months on a full-time basis. It should 
be said that this venture was undertake 
without any preconceived plan or assignment 
beyond the broad objective of assisting in the 
selection of personnel, and in searching for 
methods of improving employee and supe! 
visory morale. A tabulation of the activities 
carried on during the fifteen months period 


1 
; 
\ 
i 
( 
7 
1 
J 
ed Tec 
4] 
ers 
har } 
f ce than ft t 
ed. 
| 
is Turtl 
ey 
1 
¢ TiC eS 
1 
\ tl T 
~ rric 1] 
1 
ot the pi 
he pl 


between 


‘empl yyees 
ny of the con- 
rvisory level were initiated 
te ys, and this approach 
h material 
n concerning 
) as a source 
f personality 

other- 
their 


most 
d to the assess- 


1 and 


for employ- 


tempera- 


industry for 
background 
personality 
pre ployment examina- 
\ucity 
rial medical 
ts stands in 
to the mpleteness with 

The 


of ob- 


made. 


ues to correct this hiatus is 


now gener- 

the placement and 
employees with 

rs is of far more impor- 
sically impaired or 


on this point, one inter- 
cently made on a group of 
nt conclusively 
of even a rela- 
psychiatric approach at the 


tive vaiue 


e-employment examination. 


int physician in this instance possessed 


re kable degree of psychiatric insight, 

d at th making his routine physi- 
cal ¢ on he veloped the practice 
d his informal observations on 

eneral mental and emotional balance 

f applicants for employment. About 3 pet- 


cent of thos« 


hired had notes indicating 


employees were potentially un- 


inabi 
fricti 
visor 


conce 


tive 
terns 
pressi 


Pit 


t 
LOLLOV 


whom 
observ 
highes 
work 

anothe 
glance 
forma 


t 


Dation; 


ployee 
of mal: 
the or 


{ 
[Sept. 1946 
nt of the suit 
] ] 1 } 
nd medical ODSE1 
vas taken iT) 
of tl 
perc employed in 
ll of the recor 
1 
‘ il 
Han 
tion 
made 
| perce 
aver 
had 1 
it 
7 
| 
tive ] 
| I 
( I 
State |] 
Ing ne 
> ¢ Nt ver 
Zatiot 
quiet, 
As 
i 


plant. 
ween 

yyvees 
 con- 
tiated 
roach 
terial 
ource 
nality 

ther- 

their 


most 
iSses> 
ipera- 
nploy- 
ry for 
round 
ality 
mina- 
of ob- 
1edical 
ids in 
; with 

The 
atus 1s 
gener- 
it and 
with 
impor- 
ired or 


inter- 
oup of 
usively 
a rela- 
at the 
ination. 
ssessed 
insight, 
physi- 
practice 
ions on 
balance 
t 3 per- 
dicating 
lly un- 


I¢ 46 


LEONARD E., 


HIMLER 


suited for factory work on the basis of the 


observed attitudes and personality makeup. 

In an attempt to determine the reliability 
of these observations, a subsequent study, 
available personnel and medical 
records, was made of some 1400 employees 
who remained with the plant for two years 
It was found that a high propor- 
tion of the that had manifested 
inability to get along and who had excessive 


or more. 


persons 


friction with fellow employees and super- 
among whom notes 
concerning personality reactions had been 
made. The whom unfavorable 
appraisals had been made reported up to 75 


visors were those on 


group on 


percent more sick absenteeism than did the 
average employee. In addition, this group 
had more minor accidents, showed a higher 
average number of visits to the medical dis- 
pensary, and violated shop rules more fre- 
quently than the control group. 

A review of the brief personality char- 
which time of 


employment reveals that they are descrip- 


acterizations were made at 
tive of surface reactions and response pat- 
terns readily discernible on trained first im- 
pression. This makes the fact that they had 
such a high predictive value all the more 
striking. In a general way these comments 
may be grouped into four categories, as 
follows: (1) those showing distinctly nega- 
tive personality reactions (arrogant, distrust- 
ful, resentful, “smart-alec,”’ etc.) ; (2) those 
indicative of mental disorder or defect (dis- 
connected responses, slow mental reflexes, 
state hospital record, etc.) ; (3) those show- 
ing neurotic tendencies (anxious, excitable, 
fingernail biter, jumpy, sensitive, etc.) ; and 
(4) miscellaneous and borderline characteri- 
zations not directly classifiable (perfumed, 
quiet, self-assured, talkative, etc.). 

As might be expected, the employees in 
whom strong negative reactions had been 
observed without exception stood 
highest in the group with unsatisfactory 
work records. 


almost 


But the survey also revealed 
another fact which was not apparent at first 
glance, namely that the unsatisfactory per- 
formance was not significant until the study 
group had passed the first six months pro- 
bationary employment. It was after em- 
ployees had attained seniority that the bulk 
of maladjustments anticipated on the basis of 
the original personality description came to 


attention with increasing frequency. The 
long-range predictive value of the psychiatric 
approach in employment interviewing is thus 
clearly demonstrated. 

But the psychiatrist’s interest in the con- 
tributive potentialities of employees goes 
beyond the improvement of personality 
assessment techniques at the time of hire. 
It extends to all points of interpersonal 
contact between employees and supervisors 
within the organization. Direct consulta- 
tions with and conferences concerning indi- 
vidual problem workers can be expected to 
utilize the greater share of the psychiatrist's 
efforts, but it would be falling short of his 
highest contribution if he devoted his time 
exclusively to such more or less clinical as- 
pects. The majority of personality and ad- 
justment problems which find expression in 
terms of medical and psychosomatic com- 
plaints are more appropriately handled by 
the industrial physician, whose functions as 
psychotherapist are of course a matter of di- 
rect concern to the psychiatrist(3). While 
a high percentage of problem workers will 
come to attention through contacts with the 
medical department, it must be emphasized 
that the psychiatrist cannot expect to find 
all the major sources of individual and group 
conflict through this single referral point. 

Another and in some ways a much more 
effective entry into problem situations in- 
volving human relations can be implemented 
through the use of survey interviews in 
selected key departments of the organization. 
Besides disclosing overall trends which give 
a tangible basis for assessing departmental 
morale, survey interviews offer highly favor- 
able opportunities for direct contacts with 
foremen and supervisors. It is remarkable 
that no matter how busy he may be, the 
average foreman is always eager to enter 
into a discussion concerning human rela- 
tions. Foremen as a group invariably show 
deep concern over the need for more effec- 
tive methods of handling employees who 
manifest emotional problems on the job. In 
the course of such discussions they are very 
likely to reveal their own attitudes, not only 
toward the men under them but also toward 
their executives and the management policies 
of the organization. Fixed opinions towards 
unions, race relationships, or women em- 
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ployees are frequently revealed as source 


of friction and conflict in the supervisor 
daily contacts. Besides their value in | 
ing to diagnose trouble spots, the troub! 
supervisors, and problem workers, sw 
interviews frequently disclose promising 1 
terial often otherwise overlooked by routit 
promotional policies. 

In a small series of survey interviews tl 
writer interviewed g foremen concerni 


TECHNIQUES USED IN TH 
RELATIO! 
CLASSIFIED ACCOR 


Counseling and psycho- 
therapeutic interviews 


Advisory and educational Sut 
contacts on the job Em, 
Pre- 

En 

I ect 

Psycl 

Spons 
Informational level Interviews 


Personality 
Pre-placement 
Case histor) 
Preliminat 
Final 
Interviewins 
Interpretati 


some 300 men who had been employed sté 
ily for a year or more, with a view towat 


obtaining direct information on morale and 


efficiency in each foreman’s department. T| 
foremen were asked to rate their men 

impression on the following six facto 
attendance, work output, attitude and p 


sonality, health, aptitude, and social adjust 


ment on the job. It was found that 
differences existed among the 9 foremet 
to the proportionate number of men wl 
work performance was unsatisfactory. T| 
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Although there is 
alway s a considerable degree of overlapping, 


counseling techniques. 


for purposes of classification the more sig- 
nificant interpersonal relationships within an 
industrial organization can be grouped under 
three headings: informational, advisory and 
The table on 
page 152 gives examples of the more com- 
mon interviewing situations, and the tech- 


educational, and therapeutic. 


niques used, arranged on an ascending scale 
When the problems of in- 

relations approached 
from this point of view, it is readily seen 


of complexity. 
dustrial human are 
that there is a definite place for psychiatric 
understanding and orientation on all of the 
interviewing levels, ranging from the utiliza- 
tion of the case history approach in employ- 
ment procedures to the application of ele- 
mentary psychotherapeutic methods in the 
form of catharsis, counseling techniques, and 
psychiatric first aid. 


CONCLUSION 
In addition to its function as an 
integral part of the preventive arm of indus- 
trial medicine, industrial psychiatry has an 
active role to play in the rapidly growing 
field of industrial human relations. As the 
consulting, advisory, educational and thera- 
peutic functions of the industrial psychiatrist 
are becoming more and more clearly defined, 
both in the clinical and in the personnel areas, 


basic 


the value of this type of service is becoming 
firmly established from the economic as well 
as from the humanitarian point of view. 
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EPILEPSY 

TREATMENT WITH New Druc: 3-M1! 
( PHENANTOIN ) 

HARRY L. KOZOL, M.D., B 


THY! 


NYL-ETHYL-HYDANTOIN 


This is a report on the treatment of 104 alone o1 vith barbiturates. 
epileptics with a relatively new drug: 3 [he 104 patients on whom thi§ study is 
methyl 5,5-phenyl-ethyl-hydantoin. This based wert the epilepsy clinics of the 
drug has been temporarily called ‘‘phenan Boston City Children’s Hos- 
toin” ? and will be referred to as such below. _ pital of b ite practice. 

A preliminary report was presented r henant stered to: pa- 
cently(1). The use of this drug in a larg ents wl r ving frequent epileptic 
series of patients has not been reported pt ittacks des] | doses with dilantin- 
viously. Loscalzo used a special preparation lium, et had suffered 
called “hydantal” which was a fixed com- marked from the use 
bination of phenobarbital with 3-methyl 5,5 
phenyl-ethyl hydantoin(2). He noted that 
6 of his 17 patients developed some drowsi . - 
ness ; and he therefore omitted the phenobat 
bital-combination during the day in favor 4 pres 
of the uncombined drug. Clein has report M Pi 
on the use of this same hydantal in ' 

In my series 60 percent of the patients Ny ; 2 i 
have had the average monthly frequency of a 
their attacks reduced to one-tenth of what 3 
they were before this drug was used. This is 
a go percent reduction in the frequency « 1D ATE) Dr- 
their attacks. The maximum length of tim: I 
between attacks has been tripled. Thirty 
percent of these patients who showed benefit H f= 
have remained free of attacks for a period N — 
from 3 to 22 months. | 

The similarities and differences betweet Na-O-C | 
phenantoin and dilantin-sodium may N _C:0 
noted by a comparison of their structural 
formulas. (See opposite column. ) lium : 1 for other reasons, 

Phenantoin may be used alone or in c including the appea e of a rash. In many 
bination with others and particularly wit cases the margin between therapeutic effec- 
dilantin-sodium. In fact the synergism whi tiveness and the production of ataxia is very 
exists between phenantoin and dilantin narrow in dilantin-sodium; and in some pa- 
sodium has made possible therapeutic results tients doses which produced gross and con- 
which were unattainable with either drug tinued failed to give satisfactory relief 

1 Read at the 102d annual meeting of The A 
can Psychiatric Association, Chicago, IIl., May 27 e, a large number of the cases a 
30, 1946. present series lected on the basis 

From the Neurological Unit of the Boston Cit of their recalciti to previous treatment. 
and It is probable that in a truly unselected group 

5 wy arvar< 1 1 
eurology, arvar epilept { er ults of treatment by 

2 Recent word from the Sandoz Co. indicates Phenantoin would be even better than those 

that phenantoin will be hereafter called mesanto! reported here 
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One of the principal values of phenantoin 
is that it can be administered in substan- 
tially /arger doses than either dilantin-sodium 
or phenobarbital. Without regard to the 
comparative anti-convulsant properties of 
phenantoin and dilantin-sodium, weight by 
weight, it appears possible to give larger 
total anti-convulsant doses of phenantoin. 
The principal drawback or side effect of 
phenantoin is that it tends to produce drowsi- 
ness. this not at all 
comparable with the soporific effect pro- 
duced by barbiturates, and can in most cases 
be eliminated or obviated by gradual in- 
creases in Another advantage is 
that this drug does not have a disagreeable 
taste and thus may be administered to in- 
fants who sometimes object to the taste of 
dilantin-sodium vhen attempts are 
made to conceal it in food. Also this drug 
may be administered in small pill form which 
hildren to swallow. No 
case has reported gastric distress from its 
use. No case on phenantoin has developed 
hypertrophy of the gums or hirsutism. Most 
of the cases which had developed gingival 


However, effect is 


dosage. 


even 


makes it easier for c 


hypertrophy on dilantin-sodium developed a 
recession of the hypertrophy when phenan- 
toin was substituted. 

Rash appeared in approximately Io per- 
cent of the patients, but it was possible to 
desensitize some of them so that only 7 per- 
cent were unable to continue on the drug 
because of a skin reaction. Three patients 
who developed a rash on dilantin-sodium, 
precluding continued use of such, succeeded 
in taking phenantoin. 

The toxicity of phenantoin appears to be 
very low. One patient, age seventeen and 
weighing 150 lbs., ingested a total of 7.2 
grams (72 tablets of 0.1 gram apiece) at 
one time in a suicidal attempt. This exceeds 
the largest reported single ingestion of di- 
lantin-sodium by 0.7 gram. When found 
eight hours later he was in a deep stupor 
but did not appear dangerously ill as his 
respirations, blood pressure and pulse were 
within normal limits. He could be aroused 
within twelve hours from the time he took 
the drug and appeared entirely free of its 
effects within thirty-six hours. 

The results of the treatment with phenan- 
toin may be summarized statistically with 
respect to the frequency of attacks and the 


duration of the longest intervals between 
attacks. 

In the entire series of 104 patients there 
was an approximate reduction of 20 percent 
in the frequency of seizures. However, if a 
selected group of 62 patients (60 percent of 
the whole series) is taken there has been a 
reduction to one-tenth or an improvement of 
percent. 

The average duration of the longest inter- 
vals between attacks in the entire group was 
70 days. Following the initiation of phenan- 
toin treatment the average duration of the 
longest intervals between attacks is 138 days 
which is nearly double the previous maxi- 
mum duration. In the selected group of 62 
cases, prior to the initiation of phenantoin 
treatment, the average duration of the longest 
intervals between attacks was 66 days. Fol- 
lowing the initiation of phenantoin treatment 
this maximum period of freedom from at- 
tacks has been extended to an average of 
200 days which is more than three times the 
previous maximum duration. 

Sixty-two patients, 60 percent of the entire 
series, were either greatly or moderately im- 
proved on phenantoin treatment. By greatly 
improved was meant: attacks markedly re- 
duced in frequency, free intervals markedly 
increased or both. There were 45 patients 
(43 percent of total) so classified. By mod- 
erately improved was meant: frequency of 
attacks reduced by at least 50 percent, free 
intervals definitely increased in duration, or 
both. There were 17 patients (17 percent of 
total) so classified. 

Ninety-six patients had previous treat- 
ment of whom 82 received dilantin-sodium 
either alone or in combination with barbi- 
turates, 11 had phenobarbital and 3 had 
tridione. 

Forty-seven of the 62 patients classified as 
improved had been treated with dilantin- 
sodium either alone or in combination with 
other drugs previous to phenantoin treat- 
ment. Nine had been on phenobarbital alone. 

The average dose for a child is 0.4 gram 
daily. The average dose for each of the 78 
youths and adults in this series is 0.6 gram 
daily. There were wide individual variations 
ranging from 0.3 gram daily to over 1.0 
gram daily. 

The average duration of phenantoin treat- 
ment in this series was Io months. Twenty- 


ates. 
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one patients have had the drug for periods 
12 to 15 months; 21 have been on the d 
from 16 to 22 months. 

Sixty-five percent of all patients with ] 
dominant grand mal showed substantial 
provement on phenantoin. Seven of tl 
predominant psychomotor cases impr‘ 
The petit mal group must be considered 
unimproved pending experience with a lai 
group over a longer period of time. 

It is of the utmost importance to recogt 
that the effective administration of phe 
toin to a patient requires persistence 
therapeutic acumen. Most of the patients 
phenantoin developed drowsiness which w 
directly related to the dosage. Patients wet 
much less likely to develop drowsiness if the 
were started on small doses (0.1 
daily) which were gradually increased. M 
of the patients were able to tolerate doses 
excess of the ones which originally produc: 
drowsiness after varying periods of time « 
tending from one to three months. 
emphasizes the importance of persistenc« 
Incidentally a rash is probably less likely 
appear if one begins with small doses. 

The synergism between phenantoin and 
lantin-sodium is a happy one. Neither e1 
hances the undesirable and limiting sid 
effects of the other. Thus, some cases whi 
could not be satisfactorily controlled 
either were controlled by a combination 
maximal doses of both. It is possible to pr 
both drugs to the limits of tolerance. 

A word of caution and restraint should 
added. This drug appears to have been spe: 
tacularly effective in some cases as will 
seen by the brief case reports mentioned 
low. However, some of these patients ma 
later develop tolerance to phenantoin 


regress. Only time will reveal the exact plac 


of phenantoin in the treatment of epileps) 


Below are presented a few cases whic! 
illustrate some of the more gratifying results 


of treatment with phenantoin. 


1. P. M., Case No. 32, is an 18-year-old 


who has had psychomotor attacks for ten years. I: 


the two years preceding phenantoin treatment 
averaged at least 100 such attacks per month 
frequently had as many as 10 daily. In each att 
she would wander about aimlessly, urinating as 
walked. These attacks, which had grown wors« 
present years, resulted in the withdrawal of a colle; 
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produced hypertrophy of the gums and ataxia. The 
longest interval free of attacks in 5 years had been 
one month. She has been on phenantoin 18 months. 


In the first 5 months of phenantoin treatment she 


had 8 mild attacks. She has now gone over a year 
without an attack. Despite a phenantoin dosage 


1.0 gram daily she is not drowsy. 
C. C., Case No. 10, is a 25-year-old woman 
has had grand mal seizures for over 20 years. 
ad an average of I2 seizures per month and 


ling 5 years had not gone more than 


3 months at any one time without a seizure. Phen- 
1 treatment was begun 20 months ago. In the 
‘st 4 months it was overlapped with the dilantin- 


lium she had been taking. In the last 16 months 


DISCUS 


Dr. ANTHONY E. Loscatzo (New York, N. Y.). 
My experience with this new drug dates back 
to 1943 when the first clinical study of it was 
begun t that time it was carefully tried on a 


group of 18 very cooperative patients for a period 


ibout 16 months. Three years ago when this 
new drug was brought to my attention, I noted the 
similarity | 


vetween its chemical structural formula 
id that of DPH.1 I had questioned hundreds of 
piley patients and the majority of them were 
uking DPH plus phenobarbital. I also questioned 
many physicians who treated epilepsy and found 
of them include phenobarbital with DPH 
1 their therapy of epilepsy. Most of the physicians 
elt that phenobarbital has a synergistic action with 
DPH. Many clinicians have expressed the same 
ini in print from actual clinical studies. In 
view of all this, I decided to use a combination 
of phenobarbital with this new drug. The plain 
‘ug (phenantoin or N4) was given to 6 or 7 
patients, but better results were obtained when 
given later to the same patients in combination 
with phenobarbital. In view of this, the combina- 
tion was given to the 18 very cooperative patients. 


Since 1943 the studies have continued, and at 
present, I am treating a group of approximately 
7s patients. This group is equally divided between 
the two sexes. All of the patients are adults except 
a group of 8 or 9 children referred to me by 
physicians and who have been receiving the drug 
for the last 8 months. Ninety percent of the present 
patients were taking DPH plus phenobarbital previ- 
ous to this new drug. The full and complete details 
of this study will be in publication soon. 

The results at this date of the present series of 
75 patients are substantially the same as reported in 
June 1945. There has been a reduction of approxi- 
mately 60% of grand mals. It has had no effect 
on petit mals or the other forms of epilepsy. This 
drug, in my opinion, is definitely less toxic than 
DPH. Many patients who could not tolerate DPH 
have been able to take this drug without toxic 
effects. This clinical opinion has been borne out 
recently by experimental data. Swinyard and Good- 


1 Diphenylhydantoinate. 


she has been on phenantoin alone. She has not had 
a single attack for 20 months. 
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man studying a group of hydantoinates and using 
two new laboratory techniques found that the ratio 
of the toxic dose to the protective dose is a value of 
12 for this drug and only 2 for DPH. Another 
interesting finding of the same authors was that 
5 mg. per kilo of this new drug protected the 
animais against maximal electro-shock, whereas, 
50 mg. of DPH was required for the same protec- 
tion. These laboratory experiments substantiate 
the clinical findings. Out of 75 cases in this group 
there were 4 cases of gum hypertrophy, or approxi- 
mately 5%. The hypertrophy was minimal and of 
no clinical significance. Of course, these were 
adults and I understand that gum hypertrophy is 
more common in children with DPH. There also 
were 3 cases of skin rash, or approximately 4%. 
In one of the three, the drug was discontinued, 
but the other two were continued on the drug 
after a cautious tolerance was developed. Ten 
cases complained of drowsiness, this is 13%, but 
this complaint of drowsiness became less trouble- 
some after the patient became used to the drug. 
In the clinic last week, before I left New York, 
one patient who had been taking the plain drug 
for two months developed a crop of ulcers in the 
mouth involving the buccal mucosa. These ulcers 
resembled the commonly seen canker sores. A 
blood count showed a normal white count. This 
case will be more fully studied later. No other 
toxic effects attributable to this drug were noted. 
One patient developed infectious jaundice but, the 
jaundice cleared up in about three weeks while 
the patient was on a full therapy. 

I wish to make one point very clear, this drug 
has no antagonistic action with phenobarbital. In 
fact, I am of the opinion that phenobarbital acts 
in synergy with this new drug. This opinion, I am 
afraid, is in disagreement with Dr. Kozol’s opinion. 
In Dr. Kozol’s series, he discussed the toxic effects 
of drowsiness and skin rash. I wish to point out 
all the toxic manifestations already mentioned. 
However, the percentage of toxicity with this drug 
is still quite less than DPH. Dr. Kozol has pre- 
sented a very well prepared paper and my experi- 
ence agrees with his almost entirely. 

In conclusion, after three years of study and ob- 
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servation of this new drug, I am convinced that Isant « { = pointed out, the 
we have a new and powerful weapon in the treat limits t losa of phe- 
ment of epilepsy. This drug will not replace other ect produced by the 
present anticonvulsant drugs, but is an addition t t 1 sedat like phenobarbital 
the therapy of epilepsy. More work will be neces ble « t of limiting 
sary in order to determine its full merits or d nt phenantoin with- Sink 
merits, but at this stage, I daresay, that phenantoin nt I may be mistaken but 
or Nq is just as much an improvement over DPH ‘t by have 1 
as DPH was over phenobarbital. t phenobarbital therap 
d form welcot 
By Dr. Kozo_.—There are some comments 4 1 form because to hol 
I wish to add. Apparently there has been som DI t of dr , it me of his Rip 
misunderstanding about my statements concerning Phenant ' lative sup- ; vale 
the use of phenobarbital in combination with pl fs af thir t timulant sup- dine ¢ 
nantoin. Phenantoin and phenobarbital are not but a Spieln 
antagonistic; and I had no intention of giving, ti-convt t and ibstantial sedative Richat 
such an impression, nor was I aware that I had , DI which exists the dr 


done so. I agree that phenantoin and phenobarbital 


are synergistic. The trouble is that they ar 


convul 


together too much so as regards sedative eff by the 
That is the objection to giving them in combination, tion. |] that the 1 of this compo 
because the sedative effect of the added phen { been it le to produce an convul 
barbital sharply limits the total quantity of anti t all mpares with tive in 
convulsant phenantoin which can be given. Ph«e that na rable doses of type: 
nantoin is far superior to phenobarbital in its anti t ae 
akineti 
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TWO NEW DRUGS IN EPILEPSY THERAPY ’ 
WILLIAM G. LENNOX, M.D., Boston, Mass. 


Since the last meeting of this section, I 
have used two drugs which differ greatly in 
therapeutic and side effects, but which are 
welcome additions to the weapons designed 
to hold epilepsy in control. 

First in point of time is trimethyloxazolli- 
dine dione. This drug was synthesized by 
Spielman of the Abbott Laboratories. There 
Richards and Everett(1) demonstrated that 
the drug protected animals against induced 
convulsions. Contrary to expectations aroused 
by the animal experiments, I have found this 
compound of little or no value as an anti- 
convulsant in patients, but peculiarly effec- 
tive in the control of seizures of the petit mal 
type: pykno-epilepsy, myoclonic jerks, and 
akinetic epilepsy(2). To date I have treated 
230 patients for a period long enough to 
judge results. Of these, 150 had petit mal, 
30 had psychomotor seizures, and 50 had 
grand mal. (37 had both frequent petit mal 
and grand mal.) 

Of the 150 patients who had one or more 
of the petit mal triad, 33 percent have been 
freed of this form of seizure from one to 15 
months; 30 percent have experienced a re- 
duction of more than three-fourths of their 
seizures: 2I percent were moderately im- 
proved; 13 percent were unchanged and 3 
percent were worse. Thus 84 percent were 
to some degree better. 

Patients, who are promptly and completely 
freed of petit mal, or their parents, say, “It 
seems like a miracle.” The physician who 
has vainly tried both standard drugs and 
“new discoveries” shares this feeling. Un- 
fortunately, a minority of patients are either 
not helped or have to discard tridione because 
of its side effects. Because petit mal is pre- 
dominately a disease of childhood and _ be- 
cause the majority of epileptics in state insti- 
tutions enter as children, this drug should be 

1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 27- 
30, 1946. 

From the Department of Neurology Harvard 
Medical School and the Children’s and Infants’ 
Hospital of Boston, Mass. No. XLVII in a series 
entitled “Studies in Epilepsy.” 


especially welcomed by the personnel of epi- 
leptic colonies and hospitals. The cost is 
greater than phenobarbital or dilantin, but 
in favorable cases dosage can be reduced or 
even cancelled. 

Results with other types of seizures have, 
in my experience, been discouraging. Of 30 
patients having frequent psychomotor sei- 
zures, 44 percent were in some degree better, 
but 56 percent were not improved, or even 
had more seizures ; only 5 (17 percent) had 
been seizure free for a significant period of 
time. Because of the fact that psychomotor 
seizures, compared with petit mal, recur at 
longer and more uncertain intervals, results 
cannot be judged as quickly. For example, 
a high school boy was having two or three 
psychomotor seizures weekly. For more than 
a year he was given phenobarbital, dilantin, 
tridione, or methyl phenylethyl hydantoin 
without any relief. On a combination of 
dilantin and tridione, he had a remission of 
seven weeks, and was placed in the “freed” 
group. Then in spite of a continued maxi- 
mum dosage of these two drugs, seizures re- 
turned at their accustomed frequency and he 
was listed as “somewhat improved.” Tri- 
dione used alone is useless and when com- 
bined with anticonvulsants, as was the case 
in these patients, one cannot be sure which 
drug should receive credit for any benefit 
observed. DeJong(3) has ascribed the bene- 
fit of combined therapy to tridione. Because 
many physicians have reported relief of psy- 
chomotor seizures with dilantin alone, and 
none has reported benefit from tridione alone, 
the burden of proof would seem to lie on 
the proponents of tridione. 

In patients having frequent grand mal, 
results have been generally negative. There 
would seem to be no excuse for advertising 
tridione to physicians as “a new anticon- 
vulsant.”” Among 50 patients having grand 
mal frequently enough to judge the effects of 
treatment, only 16 percent had fewer grand 
mal, while 50 percent had more. Patients 
who had a history of both petit mal and grand 
mal were given phenobarbital or (if neces- 
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sary) diphenylhydantoin in addition to the is much smaller 
tridione. Experience is the only guide it t privat nl 
deciding whether the combination should | tas] lating thi ect of drugs 
continued in these complicated cases. petit 1 the experimental 
Of the side effects, skin reactions were u titor, lrug has been 
encountered more often than with phenoba1 | en value. In t f grand mal or 
bital or diphenyl hydantoin. There was tor seizut ever, the new 
either a generalized measles-like rash or 1 ne | nly to demonstrate its 
minute, hard papules in the skin of face o1 nvulsant properties, but must prove to 
forehead. One patient had erythemia multi more « t phenobarbital or 
forme with leucopenia and fever. In all but phenyl-] Methyl phenyl ethyl 
a few instances, tolerance to the drug could ntoin n to 35 patients, aged 
be established by first withdrawing it and m three 1 ! ithout regard to 
then giving small and slowly increased _ their ty; u ifteen had grand mal 
amounts. Photophobia proved troublesom etit mal only, 8 a combination of 
in approximately one-third of the cases, but these 1 ‘4 psychomotor sei- 
required discontinuance in only a few. A res 01 | 3 combined grand mal and 
sedative effect might be noted with larger 
doses in some patients, whereas other pa ' r ts, II percent had been free 
tients became more active and irritable. In ignificant period ; 17 
many of the patients made seizure free, im- | t were greatly it 1; eight percent 
provement in school work, in disposition and proved percent were un- 
in general well being has brought joy to the 1 percent | more frequent 
parents. re ectroencephalograms were made 
Having been used less than two years, pati | I t wave frequencies 
statement regarding the long term good o edominat patient Iped the most, 
bad effects of tridione cannot be made. En er ! havit pike and wave dis- 
couraging is the fact that when patients aré 
made seizure tree their electroencephalo Che 28 percent of patients who were free 
grams are also improved. When both clinical es or very greatly improved, is less 
seizures and subclinical petit mal electroen- one-half the 60 percent obtained by 
cephalographic discharges have been absent | l. Several explanations may be given 
for several months, medication has been dis- t] First, my group included 7 patients 
continued. In some cases seizures have re- th pure petit mal, not f whom experi- 
turned after an interval of weeks or months. enced benefit. Excluding these patients, 36 
Other patients have remained seizure free. percent of other patients were greatly helped. 
Tridione is now “on the market.” Second, doses used were moderate, only 
Aside from clinical results, the fact that rarely « ling 0.6 gram daily. Third, in 
relief is very largely confined to seizures at ler to determine its relative value, methyl 
tended by a certain peculiar formation of the phenyl ethyl hydantoi1 is used as a sub- 
brain waves (an alternate spike and wave) titute for phenobarbital or diphenyl hydan- 
opens new vistas for investigation into this 1 ind not in combination with one of 
most disconcerting but intriguing disease. these. Kozol found that combinations could 
htably employed nally Kozol was 
METHYL PHENYL ETHYL HYDANTOIN ess ready to stop trial of methyl phenyl ethyl 


lhe effect of this drug, developed by the 
Sandoz Company and to be called mesantoin, 


; “Sate Of 12 patients who discontinued medica- 
has been tested by my associate Kozol : 
in 104 patients.* Sixty percent of his grou; t 
nt Ota es nad a generalized, measies- 
experienced an average reduction of 9o per ie Cae 
e rash I cessive tatigue, sieepiness, gas- 
cent in the number of their major seizures ee 
pads taxia accounted for the 
2 Reported in this issue of the JouRNAL. othe effects which may prove trouble- 
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LENNOX 


diphenyl hydantoin, hypertrophy 
extreme ataxia, and hirsutism 


ot the gums, 


were not observed with this new drug. As 
with all new drugs the long range value can 


ined only by time. 


ries of certain more favorable 


A 46-year-old lawyer (H. M.) had 22 convul- 
sions in the past eight years, eight of them in the 
last year, in spite of taking diphenylhydantoin 0.5 


nd phenobarbital 0.13 gram daily. He has 


ree seizures during the year that he has 
0.6 to 0.7 gram daily of methylphenyl ethyl 
ydantoi 
\ boy of 15 (A. G.) with evidence of birth in- 
y had seizures { 1e years, a total of approxti- 
mately 70 grand mal and 2,500 psychomotor, the 
itter recurring five to 10 times a week. During 
ve months while taking 0.6 to 08 gram daily 
had 1 tacks, but psychomotor seizures re- 
curred when the dose was reduced to 0.4 gram. 
\ boy 12 (J. T.) has had frequent, left sided 
jacksonian seizures for eight years, for which no 
cause could be found. They varied in severity, 
ut in some form recurred from one to 20 times 
ly, most in relat to sleep. Of the many 
drugs tried, dilantin somewhat reduced the fre- 
ncy of seizures, but caused intense hypertrophy 
f gums. Met ylphenyl ethyl hydantoin has been 
used for 14 months. A dose of 0.8 gram daily 
educed seizures from several hundred to several 
month but could not be maintained because of 
owsiness, dizziness and anorexia. On a dose of 
0.5 gram daily plus .03 gram phenobarbital zei- 
ires recur about once a day. Recently following 
e addition ot a preparation of mixed vitamins, 
ppetite, weight and spirits have improved sharply. 
A married woman of 39 years (H. M.) has had 
nocturnal seizures for 20 years, at first infrequently, 
but now three to six times a night. These are 
lightmare-like affairs. The presence of a heavy 
emotional overlay and normal electroencephalo- 
grams argued for hysteria. However a brother with 
uestioned epilepsy, the presence of tongue biting 
id injuries from falling from bed, as well as 


1 seizures while taking dilantin seemed 
Dilantin could 
not be continued because of the intense fatigue 
i With the use of 
phenyl ethylhydantoin 
nocturnal seizures continue but at only a third of 
uency and there are no unpleasant 


liagnosis of epilepsy. 


and sleepiness which it caused 


6 to 8 gram of methyl 
the former freq 
side effects. 

A married J. B.) had about 
25 grand mal in the past five years. In addition 
about 15 times a month she had aura of an attack; 
inability to speak with tightening 
of the jaws but with full retention of consciousness 


woman of 23 years (J. 


brief periods of 


Five years ago Dr. Dandy had removed an exostosis 


from the inner table of the skull. Dilantin and 
phenobarbital gave only temporary aid. While 
taking 0.3 to 0.4 gram of methyl phenyl ethyl 


hydantoin and 0.06 gram phenobarbital seizures 


were entirely absent for five months, but recently 
the aura returned with pregnancy. 

Comment.—Each of three principal anti- 
convulsants, bromides, phenobarbital and 
diphenyl hydantoin proved its unquestioned 
superiority over predecessor drugs. Methyl 
phenyl ethyl hydantoin will not supersede 
diphenyl hydantoin in the majority of pa- 
tients having major seizures. However, even 
if, as in my experience, only a third of con- 
vulsing patients find greatest relief of symp- 
toms from the use of this new drug, it will 
be welcomed as an ally in the fight against a 
disease with such protean manifestations. 

Conclusions.—Two new drugs increase the 
range and the effectiveness of the control of 
epileptic seizures. 

Trimethyloxazolidine dione  (tridione) 
used alone has proved wonderfully effective 
in controlling seizures of the petit mal triad ; 
petit mal (pykno-epilepsy), myoclonic jerks 
and akinetic seizures. In contrast, grand mal 
convulsions were not helped or were made 
worse. Psychomotor seizures were occasion- 
ally aided by tridione combined with an 
anticonvulsant drug. 

Methyl phenyl ethyl hydantoin (mesan- 
toin) used in 35 patients, did not help petit 
mal, but in approximately one-third of pa- 
tients subject to frequent major seizures it 
has replaced diphenyl hydantoin (dilantin) 
with profit, the benefit resulted either from 
a reduction in the frequency of convulsions or 
from an absence of the unpleasant side effects 
of either muscular incoordination or gum 
hypertrophy. Generalized rash or somno- 
lence were side effects which limited the use- 
fulness of the drug in many patients. 
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Note.—Since this report was given one of the 
patients taking these two drugs died of aplastic 
anemia. Blood of patients taking tridione should 
be examined at intervals to determine the abundance 
of platelets and the total number and differential 
count of leucocytes. 
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FURTHER OBSERVATIONS ON 


USE OF TRIDIONE 


CONTROL OF PSYCHOMOTOR ATTACKS 


RUSSELL N. DeJONG, M. 


One should beware of optimism in report- 
ing the efficacy of any new drug. There are 
many conditions, however, which have been 
so baffling from a therapeutic standpoint that 
any possible clue to their amelioration or 
cure should be made public in order that a 
thorough investigation may be carried out by 
impartial observers. 

Many advances have been made in recent 
years in the treatment of the convulsive dis- 
orders. The bromides, later phenobarbital, 
and more recently sodium diphenylhydan- 
toinate have proved to be quite effective in 
the treatment of grand mal seizures, and in 
many instances these major attacks can be 
adequately controlled. Petit mal attacks, 
however, and psychomotor seizures, the two 
other most frequent manifestations of the 
cerebral dysrhythmias, have defied thera- 
peutic approach, and the usual anticonvulsant 
drugs have not been effective in controlling 
them. Bromides or phenobarbital may even 
induce amnesic or psychotic-like episodes or 
may increase the frequency of petit mal and 
psychomotor attacks. Sodium diphenylhy- 
dantoinate has been reported to be of value, 
as had glutamic acid, but in our experience 
neither of these has been very effective. 

Tridione *(3,5,5-trimethyloxazolidine-2,4- 
dione, Abbott) is an entirely new compound 
possessing analgesic properties. It has also 
been found to have hypnotic action, to be 
effective in the control of convulsions pro- 
duced in experimental animals by the use of 
toxins, and to raise the electrical threshold 
at which convulsions appear in rats(1). In 
human beings tridione possesses analgesic 
and mild sedative action. Recently Lennox 
(2) and others have reported that tridione is 
of more benefit in the relief of petit mal sei- 
zures than any other therapeutic measure yet 
tried. Thorne(3) has reported its use in 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 27- 
30, 1946. 

From the Department of Neurology, University 
of Michigan Medical School and University 
Hospital. 
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controlled had both psychomotor and grand 
mal attacks, and a combination of tridione 
with either sodium diphenylhydantoinate or 
phenobarbital was necessary for complete 
amelioration of both types of seizures. In 
17 patients (60.7%), 15 with psychomotor 
and grand mal attacks and 2 with psycho- 
motor and petit mal attacks, tridione in com- 
bination with sodium diphenylhydantoinate 
and ht about definite 
improvement but not complete amelioration. 


yr phenobarbital broug 
In some of these patients observation over an 
insufficiently long period of time suggested 
that there had been complete control of the 
seizures, but more prolonged observation 
showed that the attacks were decreased in 
frequency but not completely eliminated. In 
every instance, however, the improvement in 
the psychomotor attacks was more evident 
than was the amelioration of the grand mal 
seizures. In all of these individuals the at- 
tacks were definitely reduced in frequency 
and in severity, and many patients, incapaci- 
tated previously, were able to resume gainful 
employment. In 4 patients (14.3%) the 
tridione, even in combination with the other 
anticonvulsant drugs, was not effective in the 
control of seizures. Three of these patients 
had psychomotor and grand mal attacks, and 
one had psychomotor and petit mal attacks. 
In every instance in which tridione was effec- 
tive it not only reduced the frequency of the 
seizures or stopped them completely, but it 
also observed to bring about a definite psy- 
chologic improvement, and to relieve the 
irritability and confusion that are sometimes 
present between attacks. 

Toxic symptoms, all of slight clinical sig- 
nificance, were noted in only 6 of the above 
patients. slight fatigue and 
drowsiness ; one noted visual symptoms, con- 
sisting of sensitivity to light and blurring of 
vision; and one noticed blurring of vision 
plus drowsiness. Among the 4 patients who 
failed to respond to the therapy, 2 experi- 
enced an increase in grand mal attacks. 
Among the total group of 60 patients, how- 
ever, many of whom had principally grand 
mal attacks, these toxic symptoms were 
somewhat more frequent, and a total of 6 
noted an increase in grand mal attacks, while 
4 observed visual symptoms. A skin eruption 
appeared in one patient. 


Two noticed 


CONCLUSIONS 


On the basis of the above observations, 
certain conclusions may be reached. The 
most important of these are as follows: 

Tridione is an important adjunct in the 
therapy of the cerebral dysrhythmias, espe- 
cially in the treatment of psychomotor sei- 
zures. While it may completely control the 
attacks in certain instances, it has not proved 
to be quite as successful as our earlier report 
suggested. It is, however, the most signifi- 
cant addition to date in the drug therapy of 
seizures of this type. Used alone it is 
effective in certain instances, but it is most 
helpful if used in combination with sodium 
diphenylhydantoinate and/or phenobarbital. 
Possibly a regulation of the dosage of the 
various anticonvulsant drugs to suit the in-- 
dividual patient may afford the most complete 
relief. It is of interest that many seizures 
which had been previously interpreted as 
atypical grand mal attacks which did not 
respond to the usual anticonvulsant medica- 
tion were found on closer observation to be 
psychomotor attac’:s. Many of these were 
controlled by the use of tridione. Tridione 
therapy results not only in an amelioration 
of the attacks, but also in the relief of the 
irritability and confusion that are sometimes 
present between attacks. 

Tridione does not appear to be of value in 
the treatment of grand mal attacks, and it 
may bring to the fore or precipitate grand 
mal seizures if used alone. 

Tridione is an important adjunct in the 
therapy of petit mal attacks, especially if used 
in combination with other anticonvulsants. 

Tridione has failed to be effective princi- 
pally in cerebral dysrhythmias secondary to 
organic cerebral disease. In the 4 patients 
with psychomotor seizures in whom the drug 
was of no value, 2 had developed their attacks 
following a brain abscess, one had developed 
the seizures following a severe head injury, 
and one had psychomotor attacks in associ- 
ation with other manifestations of a degen- 
erative cerebral disease. 

Toxic symptoms occur in occasional pa- 
tients who show clinical response to tridione, 
but in most instances these do not constitute 
a serious contraindication to the use of the 
drug, and most patients continue with its 
use in spite of these minor complications. 
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SUMMARY Py 


Tridione, a new addition to the treatment 
of the cerebral dysrhythmias, is helpful 
the control of psychomotor seizures. Whil 
effective in certain instances if used alone, 81 
it is most helpful if used in combination wit! 
sodium diphenylhydantoinate and/or 
barbital. 
Toxic symptoms are infrequent in patients 
who respond to the drug, and do not con 
stitute an important contraindication to its 
use. 
Further research on the oxazolidine-2,-4- 
dione derivatives and related drugs may 
afford further advances in the therapy 
epilepsy. 
BIBLIOGRAPHY 
1. Richards, R. K., and Everett, G. M. Analges 
and anticonvulsant properties of 3,5,5-trimet] 
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INCIDENCE OF NEUROPSYCHIATRIC DISEASE IN THE 
DEMOBILIZED VETERAN 


A Strupy or 10,000 Army SEPARATEES 


IRVING F. 


BURTON, Ist Lreut., M.C., A.U.S., MERRILL T. EATON, JR., Isr 


Lirut., M.C., A. U.S., ann HERBERT G. McMAHAN, Caprt., M.C., A. U.S. 


The military neuropsychiatrist has never 
played a more important role than in this 
emergency, and the Army Medical Corps 
has good reason to be proud of its psychi- 
atric program(1). The psychiatrist has been 


1 to medical units as an integral part 


assignec 
in almost all echelons of army organization. 
The soldier made his first contact with him 
at the induction center where many actual or 
potential neuropsychiatric cases were elimi- 
nated(2, 3, 4). Then, as the soldier faced 
and problems of 


the stresses adjustment 
eing a part of a complicated 


organization as well as to the stress of 


incidental to 


combat, psychiatric attention was available 
throughout. In this way, an elaborate and 
continuous neuropsychiatric screening proc- 
ess was established. 

With hostilities now at end and rapid de- 
mobilization taking place, there is consider- 
able speculation in both the professional 
journals and popular press as to the incidence 
and severity of neuropsychiatric “adjustment 
problems” and frank neuropsychiatric dis- 
orders in the returning veteran. There can 
be little doubt that this problem has been 
overemphasized, but this overemphasis has 
served a useful purpose in stimulating the 
public and medical profession to ask for im- 
proved facilities for the assistance of those 
veterans who have psychological and emo- 
tional problems. The purpose of this paper 
is threefold: (1) To determine the fre- 
quency, nature and cause of these problems, 
(2) To determine the amount of assistance 
likely to be needed by the discharged veteran 
in finding a solution to his readjustment diffi- 
culties, and (3) To study prognostic factors 
by evaluating the status of neuropsychiatric 
cases at the time of discharge who were 
diagnosed, treated and returned to duty prior 
to demobilization. 

A vital fact to be considered is that soldiers 


who are to be discharged under demobiliza- 
tion regulations are figuratively speaking 
“well men.” They have been through con- 
siderable stress and have more or less suc- 
cessfully met the physical and emotional 
problems of army life during a period of 
hardship and combat. The mentally and 
physically ill are not included in this study 
as they are discharged from the Army 
through the hospitals. 


METHOD 


Unit A of the Army Service Forces Sepa- 


ration Center at Camp Atterbury, Indiana, is 
organized to examine and discharge 120 or 
more men per hour for 17 hours daily. From 
the vast number processed by this center, 
the authors have examined the records of 
10,000 soldiers separated from the Army un- 
der the adjusted service ratings in existence 
during December 1945 and January 1946. 


These represented men between the ages 


of 20 and 35, most of whom had seen com- 
bat in one or more theaters of the war or 
who had been overseas and had had 3 or 
more years service. Commissioned officers 
and members of the WAC were not included. 
The majority of men were from the States 
of Michigan, Indiana, Kentucky, Ohio and 
West Virginia and were representative of 
the population of those states. 

The examination of these soldiers was 
performed in the manner prescribed by ap- 
propriate Army Technical Bulletins. Each 
man was given a medical form headed with 
his name, rank, address and serial number. 
He was then given an orientation lecture at 
which time he was advised to have all medi- 
cal and dental care done prior to being sepa- 
rated from the Army. He was urged to dis- 
close all illnesses and injuries suffered while 
in the Army and was advised of his right to 
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file a claim for disability pension. He then 
proceeded through a series of examining 
rooms designated as medical stations. At 
each station, a medical officer completed an 
assigned part of the physical examinati 
made his entry on the medical form and 
advanced the separatee to the next medical 
officer on the processing line. 

A medical and psychiatric history was 
taken at the first station by trained enlisted 
and civilian personnel under supervision of 
a medical officer. Additional questions were 
asked by medical officers as the examination 
progressed and it is believed that a satisfac- 
tory history was obtained in almost every 
case. Each soldier was specifically asked if he 
was ever treated or reclassified because of 
“nervousness,” psychoneurosis, ‘combat fa- 
tigue”’ or “nervous breakdown” and 
he had any such complaints at that time. 
Each was asked specifically if he had ‘“‘inward 
or outward nervousness” since that question 
seemed to receive positive response from the 
greatest variety of reaction types. He was 
also asked concerning chronic fatigue, de- 
pression, irritability and whether he had 
ever been court martialed or appeared before 
special boards. Further questioning was at 
the discretion of the interviewer and de 
pended upon the appearance and behavior 
of the separatee. In all cases, any positive 
response or observation was recorded for 
the psychiatrists’ attention. Soldiers with a 
multiplicity of somatic complaints or specific 
complaints in which any of the medical ex- 
aminers felt that there was a large psycho- 
genic element, were also referred to the 
psychiatrist. In addition, many soldiers saw 
the psychiatrist at their specific request. 

At the last station the medical examinati 
form was carefully scrutinized for positive 
findings and if none were present the exami- 
nation was considered completed. In the 
event positive findings were present, the man 
was referred to a review board composed of 
three medical officers, one of whom was a 
psychiatrist, for final medical opinion and 
appropriate disposition. The reviewing psy- 
chiatrist was in each instance one of the 
authors. 

The interview took place in the separate 
room used by the review board which pro- 
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lards set by the Surgeon Gen ral’s Office 
TB Med 203, 
ifications of such criteria as elucidated 
in the publications of the School of Military 
Neuropsychiatry, and in doubtful cases, 
standard textbooks. A diagnosis required 
finite objective and jective manifesta- 
tions. The term psychoneurosis was never 
used as a diagnostic term, instead the spe- 
cific reaction type was named. Diagnoses 
were recorded under four headings: (1) 
ifestations, (2) The 
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(4) The incapacity. For example, a diag- 
nosis was recorded as follows: 


Diagnosis: Anxiety reaction, chronic, mild sever- 
ity manifested by insomnia, palpitations, tachycardia, 
hyperhidrosis and trembling. 

The precipitating stress: Severe, 45 days inten- 
sive combat as an infantryman terminated by 
multiple shrapnel wounds. 

Predisposition: Soldier has always been stable 
and well adjusted. No predisposition evident. 

Impairment of Functional Capacity Due to the 
Psychiatric Disorder: None. 

In many cases, all factors could not be 
fully evaluated. These were recorded as “not 
determined.” If there were any evidences 
of latent tendencies or symptoms suggestive 
of a future disability, these were recorded 


tions whenever possible. The ease of rapport 
and the confidence the man had in the psy- 
chiatrist is a tribute to the good name the 
military neuropsychiatrist has earned. Most 
of the men were given some reassurance re- 
garding their complaints or enough insight 
to permit them to seek further psychiatric 
guidance in civilian life. 


DATA 


A total of 644 of the 10,000 separatees 
investigated came to the attention of the 
psychiatrist by the manner described. Of 
this group, 540 men (5.40% of the sum total 
of men) had subjective complaints. The re- 


TABLE 1 


INCIDENCE OF PSYCHIATRIC COMPLAINTS AND DISORDERS AMONG 10,000 TypiICcAL SEPARATEES 


No. Percent 
It, Senaratees reaching Attention Of Psy 644 6.44 
III. Separatees with subjective complaints suggestive of psychiatric disorder...... 540 5.40 
IV. Separatees with record of a previous psychiatric diagnosis made while in the 
a. Those having no psychiatric illness at present........ccccocsscscccscess 104 1.04 
V. Separatees on whom a psychiatric diagnosis could be made.................. 257 2.57 
a. Those with estimated partial disability from such condition............ 5I 0.51 
c. Those in whom the presence or absence of disability could not be deter- 


for the veteran’s future protection even 
though a psychiatric diagnosis could not be 
made at that time. 

Most soldiers answered questions readily. 
Those who exaggerated their symptoms in 
hope of compensation were few; they were 
easily detected as they presented few of the 
objective and subjective signs and symptoms 
necessary for a diagnosis. There were prob- 
ably a few soldiers that refused to complain 
because of “pride” or because of fear that 
their discharge would be delayed. All men 
were assured that there would be small 
likelihood of any delay and that it would be 
greatly to their advantage to have all com- 
plaints recorded. The effectiveness of this 
assurance was seen in the uninhibited re- 
sponse to the interviewers’ questioning. 

The danger of inflicting psychic trauma 
by a diagnosis repugnant to the individual 
was avoided by the use of cryptic abbrevia- 


maining 104 were seen only because of a 
previous history of neuropsychiatric disorder 
and not because of complaints. 

Table 1 shows the further subdivisions of 
these figures. There were 204 separatees 
who had previously been patients in army 
hospitals or installations for neuropsychiatric 
disease and who had been treated because 
of such ailments. Of this group, 104 were 
found to be completely symptom free and 
100 to have residual symptoms. So few of 
the 10,000 records studied showed a his- 
tory of hospitalization or treatment for neu- 
ropsychiatric disorder in civilian life that 
they were not an important group. Evi- 
dently such men were eliminated at induc- 
tion centers or in army hospitals. Actually, 
only three such cases were encountered. This 
figure is interesting in view of the fact that 
a much higher percent of army neuropsy- 
chiatric hospital patients have a history of 
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civilian hospitalization ( perse yal observa {101 \ total of 24 psychogenic so- 
tion of authors). matization reactions wet! rved, all of 
Altogether 257 men (2.57%) presented \ re diagnosed on positive criteria 
sufficient evidence to merit a psychiatric diag isturbat rather than by 
nosis and of these, only 51 men (0.51% rganic dis alone. There 
definitely had any disability. \ roup that had recently recovered 
Table 2 shows the incidence of the dif- true organic disease but still presented 
ferent neuropsychiatric diseases encountered, t mptoms of such disease. These 
the number of men having each condition, nsidered residuals of the disease and 
and the different categories of disability. The Idier regarded as still in a convales- 
term disability has been interpreted to mean cent st \n appropriate neuropsychiatric 
TAI 
TYPES AND FREQUENCY OF PsycHIA1 
_ With 
Diagnosis Total y termined 
Neurotic depressive reaction............ I ) 
Psychogenic gastrointestinal reaction.... 13 3 I 
Psychogenic genitourinary reaction...... I 0 O 
Psychogenic cardiovascular reaction..... 7 3 
Psychogenic respiratory reaction........ I Oo 
Psychogenic asthenic reaction........... 2 0 
Neuropathic traits residual of amoebiasis. I oO 
Neuropathic traits residual of malaria... 3 3 
Neuropathic traits attributed to wounds.. 2 ( 2 
Concussion, cerebral, residual of........ 12 I 8 
Mental deficiency, primary.............. 3 3 
Schizophrenic reaction, latent........... I I 
Emotional instability I I 
Immaturity with symptomatic habit re- 
action (stammering) I ( I 
Immaturity with symptomatic habit re- 
Passive dependency reaction............ 2 ( I 
OF All GiA@NOSIS. 257 48 
only the degree of ineffectiveness resulting dia sis was given if warranted. The diag- 
from the current psychiatric illness. Where  n of concussion was made on a history 
it could not be determined, it is so stated. f true head injury and not “shell shock.”’ 
No conjectures were hazarded as to future There are few or no men listed under the 
disability except as a matter of record in a_ categories of the mor ere conditions. 
few cases. In a small number of cases, two It should be apparent that most men in these 
or more diagnoses were used. These were categories would not be ready for demobili- 
tabulated under the more significant diag- zation unless they had been treated or well 
nostic category. One hundred ninety cases n the way to recovery. Nevertheless, there 
were classified as anxiety reaction (anxiety were a very few men seen during the period 
state) and of these, 36 showed definite par- of this study who are not included in any of 


tial disability. Conversion reactions were not the tables because their discharge was de- 
numerous probably because such conditions ferred pending treatment. These represented 
being of a more tangible nature found their the group where psychosis or severe psy- 
way into the hospital for treatment prior to choneurosis was diagnosed. This group is 
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small but of some interest. Some of these 
men made a satisfactory adjustment in the 
\rmy for 3 to 4 years in spite of their 
lisorder and it is ironic that they should be 
diagnosed a few minutes prior to separation. 


They were all directly hospitalized for treat- 
ment. 

Table 3 summarized the findings of the 
204 men who had a previous history of 
psychiatric disorders while on army duty. 
Of these, 174 had been hospitalized while 


COMMENT 


Despite the widespread fear expressed in 
the lay press, the number of soldiers pre- 
senting psychiatric problems upon returning 
to civilian life is small. This percentage ap- 
pears even more favorable when compared 
to the estimated incidence of neurosis in the 
general civilian population as shown by the 
neuropsychiatric examination in the induc- 
tion centers(2, 3, 4). The figures given here 
are not considered an index to the neuro- 


TABLE 3 


SUMMARY OF CASES WITH Previous History oF NEUROPSYCHIATRIC DISORDER 


Number of sucl 


1 1 


Those which had been hospitalized 


1 cases encountered in this study 


a. Cases attributed to combat stress 
t 


attributed to stress other than combat 


Those which had not been hospitalized 
a. Cases attributed to combat stress 
b. Cases attributed to stress other than combat 


1 


c. Cases in which 


in which stress could not be determined 


No. Percent 


TABLE 4 


PRESENT STATUS OF CASES WITH PREVIOUS NEUROPSYCHIATRIC DIAGNOSIS EVIDENTLY RETURNED 
ro Duty AS RECOVERED OR IMPROVED 


1 1 


till symptomatic 
II. Cases precipitated by stress other than combat 
a. Evidently fully recovered 
b. Still symptomatic 
III. Cases in which stress could not be determined 
a. Evidently fully recovered 
b. Still symptomatic 


in the Army and among them 116 were 


definitely combat precipitated cases. Those 
cases not precipitated by combat, or where 
the precipitating stress was indeterminate, 
form individually smaller groups. Only 30 
men, of whom 15 were combat precipitated 
cases, had a previous history of psychiatric 
disorder without hospitalization. 

Table 4 shows the status of the above 
group at the time of this examination. A 
greater number of the cases precipitated by 
combat stress benefited by treatment and 
became symptom free than those precipitated 
by stress other than combat. 


No. Percent 


psychiatric disorders the veteran will pre- 
sent in future years, but they do show that 
the great majority of men discharged from 
the Army have no psychiatric problems of 
any significance. Many cases presented prob- 
lems which were incidental rather than as 
a result of their service. A few had strong 
guilt feelings because of “misdeeds” com- 
mitted while away from home and dreaded 
returning to their wives or to a strict par- 
ental environment. There were some who 
had marital problems caused by long absence 
from wives while many others had found the 
Army a haven from intolerable family or 
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social problems with which they were again 
confronted. 

Many of these problems will undoubtedly 
resolve without help, but others will require 
further psychiatric aid(6). Although the 
percentage of men with neuropsychiatric 
disability is small, the total number is not 
negligible. The Army Medical Corps has 
done an excellent job in promoting psychia- 
try in the eyes of millions of its men. 
men no longer feel that only a “psycho”’ sees 
the psychiatrist. From the experience gained 
here where several hundred thousands of 
men have been seen, there is no doubt that 
the psychiatrist has been accepted whole- 
heartedly. When these men are troubled 
with psychiatric problems in the future, they 
will expect skilled professional assistance 
within easy availability as they have had in 
the Army. There will be not only those con- 
ditions disabling at present, but also those 
minor problems which might form the nu- 
cleus of a more serious disorder later which 
could be prevented. 


These 


While those cases with mildly disabling 
psychiatric syndromes were offered hospital 
treatment at the time of discharge, it was 
usually refused. Hospital treatment was not 
often indicated because it is time consum- 
ing and would keep the patient from home 
and work much against his wishes. More- 
over, aid in adjustment is likely to function 
best if given as an outpatient service in civil- 
ian environment. 

Of the men who were seen because of a 
history of previous hospitalization for neu- 
ropsychiatric reasons, a little over half had 
no complaints at the time of separation. This 
certainly indicated the effectiveness of the 
reconditioning program in a large number 
of men. It is also of interest to note how 
many more complaints were received fron 
men whose disorder was not combat precipi- 
tated. Although the figures are inadequate 
to draw definite conclusions, they reiterate 
the principle that personalities yielding to a 
greater stress are basically better integrated 
than those yielding to a lesser stress(7). 
This is further borne out by the total figures 
showing that in those men with no previous 
psychiatric history, fewest complaints were 
recorded, while in those with a previous 
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REHABILITATION OF MILITARY OFFENDERS AT THI 


NINTH 


SERVICE COMMAND REHABILITATION CENTER 


MAJOR ISIDORE I. V 


The rehabilitation of the sick and wounds 
is one of the outstanding medical contribu 
tions of the war, and its publicity is richly 
deserved. Equally prominent but less well 
recognized has been the reclamation of many 
thousand casuals of another type—the sol 
diers sentenced to confinement by general 
court-martial. 
the most disabled of the sick and wound 
they constituted an appreciable loss of mat 
power; and their reclamation is a brilliant 
chapter in the history of the war. The 
offenses were not heinous for the most part, 


As ineffectual for combat 


and the offenders were salvable youths whose 
services could ultimately be utilized. 
were gathering in large numbers, creating 
a vexing problem. Guardhouses were over 
crowded and housing was inadequate. At a 
time when trained soldiers were needed most, 
these offenders were marking time and deri 
ing questionable benefits from confinement 

On 14 September 1942, the Commanding 
General, N. S. C., created the “Disciplinary 
Training Camp” at the Fair Grounds in 
Turlock, California, and all general prisoners 
within his jurisdiction were transferr 
thereto, relieving the congestion at the guard 
houses, and simultaneously ensuring the 
prisoners’ uninterrupted training. Garrison 
prisoners (sentences imposed by 
courts-martial) also were sent for training 
but in a few months they stopped coming 
(when the guardhouse overcrowding had 
been relieved). 

With the great mobility characterizing an 
army in the process of mobilization, it was 
difficult for many organizations to gather the 
corpus delicti necessary for conviction at 
courts-martial. Soldiers AWOL at great 
distances from their units were not returned 
for trial but were transferred to the discipli- 
nary training camp and thus appropriate dis 
ciplinary action was not delayed. While 
awaiting trial, these men were being trained 


minot 


1 Staff, Stockton (Calif.) State Hospital (on 
military leave). 
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the technical and other obstacles to restora- 
tion were at first virtually 
Most of thi 

had been suspended, 


insurmountable. 
se whose dishonorable discharge 
courts-martial 
S. disciplinary bar- 
racks as the place ef confinement (having 
been sent to the rehabilitation center only to 


whose 
order designated the U 


await a vacancy at the disciplinary barracks) 
remained at the rehabilitation center for a 
sufficient period to be restored to duty and 
were not transferred to the disciplinary bar- 
racks. 

who 
gradually increased 1n number, appropriate 


For the non-restorable prisoners 


segregation and work projects were pro- 
vided. The two groups did not mingle. A 


5o-acre victory garden provided work and 

also helped alleviate the critical wartime food 

situation. While the branches of 

plinary barracks did increase 


accommodate the 


the disci- 
sufficiently to 
in this type of 
activation lagged a good deal 


percentage of 


increase 
prisoner, their 
so that the non-restorables 
gradually increased until they constituted a 
third of the 1944-45. 
While an occasional prisoner was confined 
for a period 


prisoners confined in 


as short as 6 months, the great 
majority remained 9-10 months, a few had 

) remain for a year, and an exceptional case 
18 months. 


as long as 


In December 1943(1) instructions were 
ssued that soldiers awaiting trial by general 
court-martial would be examined by a medi- 
available) to 
1eir mental status to determine 
type of institution in which they would 


be confined. 


cal officer (a psychiatrist, if 
look into tl 
To the disciplinary barracks 
were to be sent prisoners suffering from 
serious mental or neurological disorders such 
as: mental deficiency, psychopathic person- 


ality, major abnormalities of mood, psycho- 


neurotic disorder, prepsychotic, postpsychotic 
and schizophrenic personalities, chronic alco- 
the 
central nervous system (neuro-syphilis of 
any 


holism and drug addiction, syphilis of 


form—general paresis, tabes dorsalis, 
meningovascular syphilis), sexual perver- 
sions, stammering to such a degree that the 
prisoner is unable to express himself clearly 
r to repeat commands. These examinations 
helped identify prisoners with serious dis- 
orders, but the rehabilitation center’s prob- 
lems did not diminish, for with space seldom 


available at the disciplinary barracks such 
prisoners still came to the rehabilitation cen- 
ter in large numbers. For the most part 
they were not put through the rehabilitation 
program, but were utilized in farm work and 
in housekeeping assignments. 

A psychiatrist compiled all reports for the 
psychiatry and sociology board (P & S 
Board). A_ sociologist prepared histories 
after interviewing prisoners and reviewing 
all their records. The post surgeon submitted 
physical examination reports, and a psychia- 
trist the psychiatric appraisal. Complete rec- 
ords were available for all prisoners when 
the psychiatry and sociology board inter- 
viewed them to determine their disposition. 
Sources of information included the family, 
former employers, former military organiza- 
tions, the Federal Bureau of Investigation, 
local law-enforcing agencies, penal institu- 
tions where prisoners formerly had been 
All 
prisoners had the benefit of a thorough inves- 
tigation and study, and they were interviewed 
at various stages of training. At first they 
were seen five months after arrival 


confined, schools and other agencies. 


(when 
restoration to duty was being contemplated). 
This procedure proved inadequate, and to- 
wards the end of the war prisoners’ classi- 
fication reports within a 
month after admission, and a second time 


were prepared 


two months later to check on their progress. 
At the third hearing, after completion of the 
full training program, final disposition was 
made and they were usually restored to duty 
two months later (9-10 
arrival). 


months after 

The psychiatry and sociology board (or 
clemency board) gradually changed in make- 
up as well as in name; in 1945 it was the 
‘classification board” and comprised 5 offi- 
cers ranking from lieutenant to lieutenant 
colonel. Some members attended every ses- 
sion of the board; others rotated. Five made 
a quorum. The post psychiatrist, or his 
assistant, was required to attend and was 
a board member. 

In three years almost 8000 prisoners were 
processed. Though the restoration rate was 
83% in 1943, it was subsequently reduced 
with a change in policy, and for 1943-45 it 
was 50%. 
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PsycHoTic REACTIONS(2) 


Psychotic reactions were recognized in 
prisoners (4.6%). Almost without ex 
tion these prisoners were sent to Hamm 
General Hospital where electroshock tl 
apy induced satisfactory remissions in a | 
percentage. Of these, 14% were “pri 
psychoses”; and in them electroshock tr 
ment produced best results. Their symptoms 
were mostly episodes of confusion, ex 
ment and depression in various combinati 
Recovered in I to 2 months, they were 
turned to the rehabilitation center but 
not restored to duty, for as a rule thei: 
adjustment had been lifelong and too | 
found to warrant believing that they c 
adapt to military life. At the NSC rehabilita 
tion center, the incidence of psychoses was 
higher than that reported in others (0.6 
0.7% and 1%, in three whose reports we 
available) but was lower than the 6% in Sing 
Sing psychiatric clinic’s series of 2000 pris- 
oners (this series having been selected as a 
civilian counterpart). Of the prison psy 
choses 68.7%, and of the other psychos 
90.4%, were recognized within 5 months of 
arrival. Fifty-two percent of the psychoses 
were detected in routine interviews. Medi 
cal officers suspected alienation and referr 
19% to the psychiatrist, and non-medic 
personnel referred 28%. While many fami- 
lies requested examination in the belief that 
the prisoner was “out of his mind,” 
1.4% of the psychotics were recognized 
examinations requested in this manner. 

Mental deficiency was an important et 
logical factor, for it was found in almost a 
fourth of the psychotics. Of the 308 psy 
chotics whose hospital records showed psy 
chometric test findings, 69 (22.4%) wer 
rated “inferior” in their intelligence 
scores. “Psychosis with mental deficien 
was the diagnosis made by the hospital’s ps 
chiatric staff in 21 of these 69 cases. The 
Bellevue-Wechsler and Rohrschach tests 
were used in all cases. 

The racial factor was recognized as im 
portant, for of the latter group of 21, If 
were Negroes. Of the 69 psychotics wit! 
inferior intelligence, 56 (81%) were Neé 
groes. Feeble-mindedness thus was ass 
ciated with psychoses four times as fre 
quently in the colored prisoners as in Cauca 
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186 enlisted men discharged from an army 


actions did not change appreciably. The hospital, (3) 100 veterans examined for pen- 
type of offender, nature of the rehabilita- sions, and (4) 100 former officers at St. 
tion program, as well as the type and reac-  Elizabeth’s Hospital: 
(1) (2) (3) (4) 
Prisoners, Soldiers, Veterans, Officers, 
Classification percent percent percent percent 
Psychosis with mental deficiency.................. 5.8 16.12 2.04 Oo. 
Psychosis with other diseases of nervous system.... 0.56 0 O. oO. 
Manic-depressive psycl O. 4.3 5.7 40.5 
Psychosis with psycl athic personality............ Oo. 2.904 1.2 


tion of the personnel with whom prisoners 
came in daily contact, remained unchanged. 
The program had been lengthened long be- 
fore the wave of psychoses appeared, and it 
lid not change in the 18-month period in 
which the rate of psychoses fluctuated so 
violently. Since the entire setting remained 
“VE-Day,” 
should not have decreased so rapidly with 
the ending of the war, if cessation of hostili- 
But the 


fortunes of 


unchanged after psychoses 


ties were not a decisive influence. 
truth of the matter is that the 


war did > a decisive influence on the pris- 
ners; and the incidental mental conflicts 
nd emotional stresses precipitated psychoses 


in the less well endowed prisoners, and ag- 
ravated the symptoms in the previously un- 
recognized psychotics to such a degree that 
letection became less difficult. The conflicts 
incident to their confinement, while the ulti- 
mate outcome of the war was still in doubt, 
proved to be too much for many of them and 
they took flight from reality by developing 
a psychosis. 

The type of prisoners seen at the RC did 
not change in the 3 years of its existence. At 
least half the prisoners showed no significant 
mental or emotional aberration. Statistical 
records of diagnoses were kept in 1945 and 


they showed the following percentages : 
Low, High, 
Diagnoses percent percent 
Psychopathic personality ....... 23.5 42. 
Chronic alcoholism ............. 2.1 5.6 


The incidence of various types of 
choses in the RC (1) is compared with (2) 


psy- 


had been overseas, 
even less had been in action, and only two 
or three had been wounded. Head injury 
was an insignificant and non-contributory 
factor. 

In the prison psychoses 40 of 50 (80%) 
showed confusion; but only 10 of 21 
(47.6%) of the “psychoses with mental de- 
ficiency” showed it. Depression was present 
in 21 of 50 (58%) in the former; and in 13 
of 21 (62%) in the latter. None of the nu- 
merous attempts at self-mutilation nor suici- 
dal gestures accompanying these depressions 
led to serious injury or death. Episodes of 
excitement occurred in 19 of the 50 (38%) 
prison psychoses, and in 13 of the 21 (62%) 
mental defectives. With few exceptions, 
these episodes occurred only after prisoners 
had been confined for some time (at least 6 
months) ; but confusion and depression oc- 
curred both early and late in confinement. 

The psychoses in prisoners resembled 
those seen in other soldiers in war time, as 
described in the literature of World Wars I 
and II. They differed from psychoses seen 
in civilian life in that they were more sudden 
and precipitous in onset, were relatively 
brief, and resulted in a favorable outcome 
more frequently. The cause and effect re- 
lationship between environmental stress and 
psychotic reaction often was clearly evident, 
especially in the reactions diagnosed “prison 
psychosis.” Patients were hospitalized 
promptly, and there was excellent liaison 
with Hammond General Hospital 13 miles 
away. Psychotics whose breakdown was con- 
sidered incidental to confinement, were re- 
turned to the RC when they recovered. In 
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the other psychoses, if the reactions 
considered to have existed prior to trial, t! 
sentences were mitigated, and the prison 
restored to duty and medically discharg: 
for care and treatment in a non-military 
hospital. 

As a rule psychotic reactions subsid 
within two months. When some of the 
tients were transferred to another hospit 
they were frequently in such good conditi 
on arrival that the receiving staff 1 maz 
instances could find little if any evidenc 
psychosis. This was so noticeable that 
some cases the diagnosis was question 
Thus, in one group of 27, many of wl 
were in remission on arrival at the sec 
hospital, an investigation showed that 
service command neuropsychiatric consult 
had verified the diagnosis in the acute p! 
of the illness in 21 cases. Incidentally, su 
experiences had been recorded in \W 
War I. 

The hallucinations of the psychotics at 
RC showed the features described in 
chiatric texts under “‘pseudo-hallucinati 
These experiences were dream-like states 
volving multiple sensory spheres simul 
taneously. At times they were indistinguis! 
able from intense fantasy; and occasional! 
one could trace the transition from fantasy 
pseudo-hallucination. The mother was thi 
figure most frequently in the center of th 
stage in these hallucinations. This is not 
surprising when it is recalled that many 
those developing psychoses were primaril) 
psychopaths of the “inadequate personality” 
type in whom emotional immaturity, intel 
lectual deficiency, and a marked matt 
attachment were outstanding. Other mem 
bers of the family would also be “seen” and 
“heard.” As often as not these experiences 
would be related without any emotional dis 
play whatever. It was very rare to find th 
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fantastic delusions or bizarre behavior 

that disorder, even in those in whom th« 
diagnosis of schizophrenia could not be ques 
tioned. In retrospect, one has the distinct 
impression that, with but few exceptions, th 
psychotic symptoms in prisoners were n 

deep rooted or firmly established, especially 
in the “prison psychoses.” Of the psychoses 
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measured, it was felt by all familiar with the 
rehabilitation program that group therapy 
helped a great deal, and that as a therapeutic 
instrument it had not been fully explored. 


INTRAVENOUS BARBITURATE THERAPY 


Sodium amytal and pentothal were used 
intravenously functional dis- 
orders. In some the response was gratifying ; 
in others it failed dismally. In a few the re- 
sponses were at first discouraging, but the 
subjects subsequently improved steadily, and 
it was felt that the delayed improvement was 
at least partially due to the treatment. 
Among the functional disorders were: severe 
scoliosis, camptocormia (3), analgesias, pare- 
sis of a limb, digital tremor, stuttering and 
amnesia. In some cases benefit from treat- 
ment was delayed by the difficulty in estab- 
lishing rapport with patients who insisted on 
identifying the psychiatrist with the custodial 
prison personnel. With some prisoners rap- 
port was impossible; they feared they might 
reveal information which the psychiatrist was 
duty bound to incorporate into the prisoner’s 
record however detrimental it might be. Un- 
doubtedly results would have been better if 
the therapist were not a key figure in the 
classification procedure and identified with it. 
Some prisoners responded satisfactorily to 
this treatment in the nearby hospital (where 
prison environment was minimized) after 
having been refractory at the RC. It would 
have been preferable for one psychiatrist to 
devote himself to therapy at the post hos- 
pital, while the other handled investigative 
and administrative work of interviewing 
prisoners for classification purposes. Un- 
desirable identification of the psychotherapist 
with the prison situation would thus have 
been minimized, if not avoided. 


in selected 


PsYCHIATRIC ORIENTATION OF PERSONNEL 


Though seldom mentioned as one of the 
duties of the psychiatrist at a correctional in- 
stitution, the orientation of the prison per- 
sonnel to the psychiatric viewpoint is one of 
the most important. With rare exception, 
enlisted men and officers who supervised, in- 
structed and guarded the prisoners, had had 
little special training for their duties at the 
RC. There were lectures to officers and en- 


2 


listed men, and prisoners and their case his- 
tories served as illustrations. All groups 
were exposed to formal and informal discus- 
sions of psychiatric syndromes frequently 
found among prisoners. In informal and 
casual talks, the prisoners’ problems were 
discussed with key men who were thus 
familiarized with the mental and emotional 
problems of the prisoners they controlled. 
A most effective means of educating the 
personnel to the psychiatric interpretation of 
prisoners’ problems, was the presentation of 
uncomplicated, well defined and recognized 
concepts as exemplified by the case histories 
of the prisoners being processed for classi- 
fication purposes. The report was not limited 
to observations usually found in a psychiat- 
ric examination. The psychiatrist delved into 
each prisoner's family and social back- 
ground; and he correlated this and the per- 
sonality shaping with the military perfor- 
mance, offenses, and former derelictions and 
disaffections. The reports thus became illus- 
trative, individual studies in sociology and 
psychiatry. In due time the personnel, who 
frequently referred to these reports, absorbed 
a good deal of the didactic material to which 
they were exposed. Associated with this 
didactic “training,” were, of course, the lec- 
tures, informal talks and demonstrations. 
Such teaching helped reduce the guess work 
in rehabilitation of military offenders, and 
contributed toward elevating the work to a 
more scientific level. 


RESULTS 


Complete statistics of the type of adjust- 
ment and subsequent military record of those 
rehabilitated during World War II have not 
yet been compiled. Latest reports indicated 
that about 10% were again in sufficient dif- 
ficulties to warrant reincarceration for com- 
pletion of sentence. About a year after the 
RC’s activation, restorees left with sentences 
suspended (formerly the remainder of the 
sentences had been remitted). This change 
eliminated much unnecessary administrative 
work. Another general court-martial was 
not necessary when the prisoner again com- 
mitted an offense warranting such a trial ; the 
remainder of his former sentence was put 
into execution and the restoree was returned 
to confinement. The restorees who left with 
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the knowledge that the remainder of their 
sentence had been suspended (and not ré 
mitted) were thus provided with a greater 
deterrent against future difficulties. They 
knew reincarceration could be accomplished 
without delay and that there was no need 


them to confinement. 

An informal study of the rates of restora 
tion and recidivism of the 9g RCs has shown 
that the NSC center restored a greater pet 
centage than the others and yet had a rate « 
recidivism only infinitesimally greater thai 
some of the other RCs. Furthermore, the 
NSC center restored more soldiers than 
perhaps half all the other RCs put together! 
Certain types of psychopaths and mental de 
fectives were not transferred to the USDB 
quite so readily as appears to have been the 
case in some of the other RCs, and the ex 
cellent results obtained have justified this 
liberal policy. 

The large correspondence from RC re 
storees to the commanding officer and other 
members of the staff, was replete with ex 
pressions of gratitude and appreciation on 
the part of those rehabilitated and restored 
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A STUDY OF THE MODIFICATION OF MENTAL ILLNESS BY 
INTERCURRENT PHYSICAL DISORDERS IN ONE 
HUNDRED PATIENTS * 


HOLLIS E. CLOW, M.D., anp CURTIS T. PROUT, M.D. 


The favorable influence of physical dis- 
orders occasionally noted in the course of 
mental illness has long been recognized clini- 
cally by many observers. 

A study is presented here of 100 such pa- 
tients who suffered from intercurrent physi- 
cal illness on the men’s service of the New 
York Hospital-Westchester Division, during 
the 124 year period from July I, 1933, to 
January I, 1946. 

The purpose of this study has been, in the 
first place, to determine the relative fre- 
mental improvement, lack of 
change or possible unfavorable mental re- 
action associated with such physical dis- 
We have further been interested in 
any factors determining the associated mental 
response with regard to the age of the pa- 
tient, the duration of mental disorder pre- 
vious to the illness, the personality prior to 
mental illness, the type of physical illness and 
the diagnosis of the mental disorder. An 
attempt has also been made to determine 
whether or not any correlations were present 
between the mental alterations related to in- 
tercurrent physical illness and those resulting 
from shock therapy in the patients in whom 
both the factors of intercurrent physical dis- 
order and shock therapy existed. 

The physical disorders included definite 
medical or surgical conditions of various 
origins which might reasonably have been 
expected to be of serious concern to the 
patient. This diverse group ranged from 
major surgical procedures and acute infec- 
tions, to accidental and suicidal injuries, and 
included 20 major abdominal operations, 21 
fractures, sprains and dislocations, 26 major 
dental procedures under general anesthesia, 
15 acute infections and 18 miscellaneous 
physical conditions. Nine patients sustained 
severe injuries in suicidal attempts. These 
physical conditions were for the most part 
1 From the New York Hospital-Westchester Di- 
vision, White Plains, New York. 


quency of 


orders. 


acute, with a median duration of seven days. 
Four patients had conditions of very brief 
duration. Two of these suffered convulsive 
seizures lasting a few minutes, while a third 
had an attack of syncope and the fourth had 
an anginal attack lasting two hours. The 
longest illness continued over a period of 270 
days in a man who suffered a pelvic fracture 
with recurrent pelvic abscesses. 

It was found that in 67 of the 100 pa- 
tients, physical disorders occurring in the 
course of the mental illnesses were followed 
by a definitely improved mental state. This 
improvement was interpreted in terms of 
definite evidence of clearer contact with the 
environment, diminution or disappearance of 
delusional trends, a more reasonable optimis- 
tic outlook, more amenable behavior, and the 
appearance of emotional ease and comfort. 
Those classified as much improved showed 
these changes in marked degree. 

The observed improvements continued in 
respect to time, from one day to one week in 
15 instances, and up to one month in 32 in- 
stances. Seven other temporary improve- 
ments continued for varying periods beyond 
one month up to one year and one month. 
There was a total of 28 in which the improve- 
ment in the mental state continued to the date 
of departure of the patient from the hospital. 
In 11 cases the improvement associated with 
the appearance of the intercurrent physical 
illness appeared to be the initial change in an 
improvement continuing to recovery. In 10 
more, the improvement continued until at 
the time of discharge the mental conditions 
of the patients were considered as much im- 
proved. This gives a total of 21 patients in 
whom the physical disorder appeared to pre- 
cipitate an improvement in the mental state 
which was continued to marked improvement 
or recovery. Two of these had received elec- 
tric shock before the intercurrent physical 
disorder without sustained improvement. 
One other had had four treatments of elec- 
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tric shock when the physical disorder ap 
peared, not associated with the treatments 
A fourth had one electric shock treatment 
subsequent to his physical disorder in attempt 
to hasten the improvement but he reacted 
so poorly to the treatment that it was not 
again attempted. 

The mental state of 27 patients remained 
unchanged following the intercurrent physi 
cal disorder, while the remaining 6 patients 
were worse. 

A further statistical review of the findings 
indicates that age has played a minimal role 
Ranging from 16 years of age to a maximum 
of 82, the majority of the patients were in 
the age group between 20 and 69. Forty-four 
were under 40 years of age but the percent 
age of favorable reactions to the observed 
physical disorders is quite comparable with 
those over 40. 

The duration of the illness prior to the 
physical disorder is of some significance in 
that of the 83 persons who had been hospital- 
ized less than one year, approximately 7 
percent revealed improvement following th 
intercurrent physical disorder, while in th 
remaining 17 who had been in the hospital 
over one year, only 40 percent showed im- 
provement. It is further noteworthy that 
this change was of relatively minor degree 
and more closely limited to the period of 
actual physical illness. 

An attempt was made to relate mental 
changes associated with physical disorder to 
personality factors. For this purpose the 
patients were classified as to whether or not 
they had been actively aggressive or passive 
in dealing with their environment. The 41 
patients who were considered from their 
record to have been actively aggressive per- 
sons showed no significant statistical dif- 
ference (whether unchanged, improved, 
much improved or recovered after their phys- 
ical illness) from the 38 patients who were 
considered passive, or from the 21 persons 
who showed a definite mixture of outward 
aggression and passivity. 

A study of the predominant trends im- 
mediately prior to the onset of the intercur- 
rent physical disorders revealed those of de- 
pressive character to be most frequent. Of 
the 51 patients with depressive trends, 27 
were improved, much improved, 
showed no change and 2 were worse follow- 
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ysical disorder. Persecu- 
trends were next in frequency, number- 

ng 18. Of these, Io were improved, I much 

improved, 5 showed no change and 2 were 
rse. There were 10 who expressed mainly 

x pre tio1 whom 2 showed 

ement, 4 were much improved, and 4 

uned ung ed. Eight revealed no out- 
tanding trend, of whom 2 were improved, 
= showed change an was worse. There 
were 5 in whom fear was the primary trend 

1 of these 3 were improved, I was much 
improved and I was worse. 

In contrasting the two largest groups, it 
was found that in those with depressive 
trends, approximately 75 percent showed 

nprovement, as against 61 percent for the 


It is significant, however, 

as appeared in 
those with depressive trend 
ve than the less than 
iprovements in the 


persecutory group. 
that marked improvement, 
21.6 percent of 
was much more impress! 
I percent of marked 1 
persecutory group 

With diagnostic cate- 
gories, 34 patients had manic-depressive psy- 
regard to 
type, improvement was noted in 26 instances, 


reference to the 


choses. Of this group, without 


with 6 unimproved and 2 worse. It is note- 
worthy that 14 of the 


5 patients of depressed 
were improved and but I showed no 

Sixteen patients with involutional psy- 
chosis, melancholia, had intercurrent physi- 
this number 7 were im- 
proved, 2 were much improved, 7 showed no 


cal disorders. Of 


change, and none was worse. Of the 2 pa- 
tients with involutional psychosis, paranoid 
type, 1 showed brief improvement and I no 
change. 

Twenty-nine of the group were diagnosed 
Fourteen of 
these were improved, 2 much improved, II 


as having dementia przcox. 
were worse. In 
this group, however, the patients classified 
as catatonic showed improvement in 5 of I! 
one being much improved, while 4 
showed no change and I was worse. There 
were IO patients with paranoid dementia 
precox of whom 5 were improved and 5 


showed no change, and 2 


Cases, 


1owed no change. 

Eight patients had psychoneuroses. Of 
this group, 6 were improved and 2 much im- 
proved following the intercurrent physical 


2 
disorders. 
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The patients with organic psychoses, in- 
cluding general paresis, Korsakow’s psy- 
chosis and psychosis with arteriosclerosis 
showed 3 improved, 2 much improved, I 
with no change and 2 worse. 

A patient suffering with psychosis with 
mental deficiency was improved and in 2 in- 
stances of psychosis with psychopathic per- 
sonality, I improved and 1 was unchanged. 

Eighteen of the patients who suffered from 
intercurrent illness received electric shock 
treatment. In comparing the mental reaction 
associated with physical illness to the mental 
change following shock treatment, it was 
found that 12 patients showed improvement 
after physical illness, while 15 improved with 
electric shock treatment. Nine of these pa- 
tients who improved coincidentally with ill- 
ness also showed improvement with shock 
treatment. Two patients improved with ill- 
ness who did not with shock, while 7 patients 
improved with electric shock who did not do 
so with physical illness. Of the latter group 
it is interesting that I patient who showed 
no change after dental extraction under gen- 
eral anesthesia then received metrazol shock 
therapy without change but was much im- 
proved after electric shock therapy. 

Three more patients had insulin shock, 
making a total of 21 patients who had some 
form of shock treatment. All 3 had dementia 
precox (2 catatonic, 1 hebephrenic). One 
of these suddenly became mentally clear for 
twenty-four hours immediately following his 
recovery from general anesthetic for appen- 
dectomy. He then relapsed completely to his 
regressed, disturbed state and was later much 
improved after six weeks of insulin shock 
treatment, finally being discharged from the 
hospital as much improved after two months. 

Another patient who was much improved 
mentally for two months after the repair of 
a perforated peptic ulcer, showed some im- 
provement for one month after insulin shock 
treatment but then relapsed. The third pa- 
tient showed no response to either physical 
illness or insulin shock treatment. 

In reviewing those patients who had some 
form of shock treatment as a group, there 
were 10 who improved both with shock 
treatment and following their physical ill- 
ness. Three patients improved with illness 
who did not do so with electric shock, 7 


/ 
improved with shock who did not do so with 


their illness, and 1 did not improve with 
either. 

As to the condition of these patients at the 
time of discharge, it is noteworthy that of 
the Io patients who were improved, both in 
relation to shock therapy and physical illness, 
3 were recovered, 3 were much improved, 2 
were improved and 2 unimproved—8o per- 
cent showing improvement. Of the 3 who 
improved with illness but not with shock, 
I was much improved and 2 were unim- 
proved at the time of discharge. Of the 7 
patients who were improved with shock but 
not with physical illness, I was recovered, 4 
were much improved and 2 were unimproved 
(71 percent improved). The individual 
who was not improved with either shock 
treatment or illness continued unimproved. 

In brief, those patients who showed a 
capacity for improvement in relation to both 
shock therapy and intercurrent physical dis- 
order did better than those who showed im- 
provement in relation to illness or shock 
alone, while the individual who showed no 
response to either remained unimproved. 

Of those who remained unimproved at 
the time of discharge, 1 patient had hebe- 
phrenic dementia precox, 2 had paranoid 
dementia przcox, I catatonic dementia 
precox, I dementia pracox, depressive 
type, I involutional melancholia, and 1 in- 
volutional psychosis, paranoid type. Of 
the 13 patients who were completely re- 
covered or much improved, 5 had involu- 
tional melancholia, 3 had manic-depressive 
psychoses, depressed type, 3 manic-depres- 
sive, mixed type, 1 dementia precox, de- 
pressed type, and I catatonic and 1 hebe- 
phrenic type. 


f 


A comparison of the reactions of patients 
to intercurrent physical disorders due to self- 
inflicted injuries as against accidentally sus- 
tained injuries proved of some interest. Nine 
were treated for self-inflicted injuries (4 
fractures, 4 severe lacerations, and I an in- 
halation of a dental bridge, necessitating 
bronchoscopy). Of these 9 patients, 8 were 
improved, 3 of the improvements being sus- 
tained; I was worse following the incident. 
With respect to diagnosis, 2 of these were 
classified as dementia przcox, 3 involutional 
melancholia, and 4 manic-depressive psy- 
choses. The personalities of these patients 
prior to the intercurrent illnesses were re- 


er- 

ich 

ere 

nly 

ved 

d4 

ut- 

red, 

end 

uch 

, it 

wed 

the 

ver, 


182 A STUDY OF THE MODIFI( 


garded as aggressive in 2 instances, passive 
in 5 and mixed in 2. 

The reactions, then, in this group occurred 
mainly in the affective group with passive 
personalities. This group revealed a definit: 
tendency to improve with self-inflicted ag- 
gressive activity. Only 3 of these patients 
had undergone electric shock, 2 revealing 
temporary improvement and 1 no change. 

Thirteen patients sustained accidental in 
jury with fractures predominating in a total 
of 9 cases. Other accidental injuries con 
sisted of I case of multiple bruises, 2 with 
sprained ankles and 1 with a ruptured Achil- 
les tendon. Of these 13 patients Io were im 
proved following the injury, 9 of them tem 
porarily and 1 showing sustained beneficial 
change. Three showed no change and none 
was worse. As to diagnoses in this group, 
4 were classified as dementia przecox, 7 as 
types of manic-depressive psychoses and 2 
as psychoneuroses. Six revealed aggressive 
personalities, 4 were passive and 3 were con- 
sidered of a mixed type, prior to their illness. 

Here, too, the ratio of improvement was 
greater in our total series, with a relation of 
10 improved and 3 unimproved, as compared 
with 67 improved and 33 unimproved in the 
whole series of 100 patients. 

Only 3 of this group received electric 
shock with 2 showing improvement and 1 
no change. 

Two case reports follow illustrating mental 
recovery apparently precipitated by inter- 
current physical disorders. 


hospit 


1. A 26-year-old man was admitted to the 
on August 21, 1936. He was of English ancestry 
with no known heritage of nervous or mental dis 
orders. Small and stocky as a child, he had pnet 
monia at nine months which was followed by re- 
current attacks of bronchitis, with a second a1 
third attack of pneumonia at six and nine years of 
age. He is said to have made the most of his op- 
portunities afforded by these illnesses to obtain 
attention and special privileges from his family. A 
quiet, phlegmatic child, he nevertheless was a good 
mixer and preferred the company of others to bein; 
alone. During adolescence his physical health in 
proved. He then became more active in sports but 
was said to have taken things easily and to hay 
waited until urged before engaging in outside a 
tivities. After graduation from high school he took 
a course in pharmacy with the expectation of enter- 
ing his father’s pharmacy business. This he did but 
in 1931 his mother died and a year later he was 
thrown on his own resources for the first time in 
his life by the death of his father. He then took 
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ally slipped into a retarded depression. The 
intercurrent physical disorder appears to 
have provided again the attention he had 
missed, with a decreasing necessity for the 
protection of the illness. There was a 
gradual misuse of aggressive interests stimu- 
lated by continual concern over the reality 
of his illness. The improvement associated 
with the intercurrent physical illness con- 
tinued on to recovery and appears to have 
been the precipitating factor. 


2. A 44-year-old married professional man was 
admitted to the hospital on April 17, 1939, having 
been referred because of depression, fears, indeci- 
sion, self-depreciation, and a wish to die. He had 
developed a feeling of panic making him unable to 
go outside alone. He had given up his work be- 
cause he felt ashamed to see people and because he 
could not concentrate. 

His condition which had been of several weeks’ 
duration was apparently precipitated by a feeling 
of insecurity and inadequacy at the prospect of 
his place of work and his well established 
mode of life. 

The family history revealed that the father and 
a paternal aunt had died of cardio-vascular disease. 
The mother was a nervous woman given to worry, 
while a brother was subject to mild mood swings. 

The patient had been a healthy child. He had 
done only fairly well at school although he was very 
studious. Always an outwardly passive individual 
he had few friends, was self conscious with girls, 
had very restricted interests and spent little time 
in recreation. His habits were very temperate. 
Following his marriage at the age of 26 he had a 
mild depression following which marital adjustment 
was good. 

At the time of admission to the hospital examina- 
tion showed a short, pyknic male in good physical 
health. Mentally the patient was depressed, re- 
tarded, hopeless and self-depreciatory. He said 
that he was a “faker and a coward.” He was con- 
sidered to have manic-depressive psychosis, de- 
pressed type, and to be very suicidal. 


changing 


His psychotic depression continued without im- 
provement for eight months after admission when 
he inhaled a dental bridge which lodged in his 
bronchus. He stated that he had done this with 
suicidal intent. He soon developed a temperature 
of 103.4 and expectorated thick, purulent material. 
The hooked denture was removed with great diffi- 
culty with the use of the bronchoscope. 

The patient was worried about his condition and 
the desire to live now interested him more than his 
previous depressive, self-depreciatory trends. He 
rapidly recovered from his depression and within 
two months was entirely well and back in the full 
swing of his work. 


The history of this interesting patient 
demonstrates the not uncommon mental im- 


provement following suicidal injuries and 
their complications. It has been noted that 
of the 9 such cases studied here, 8 showed 
improvement; of these, 3 went directly on 
to full recovery from their mental condition. 


SUMMARY 


This study demonstrates statistically in 
an unselected group of 100 male patients the 
frequent favorable influence of intercurrent 
physical disorders upon the course of mental 
illness. Not infrequently, as seen in 11 per- 
cent of the patients, the physical illness ap- 
pears to precipitate recovery. The analysis 
of the 100 cases has revealed that the age of 
the patient is of little or no significance. The 
duration of the mental illness prior to the 
appearance of the physical disorder, however, 
does appear to have significance; of those 
hospitalized less than one year, 75 percent 
revealed improvement, while in those hospi- 
talized for mental illness over one year, only 
40 percent showed improvement following 
intercurrent physical disorder. Personality 
factors, whether of aggressive or passive type 
as judged by outward behavior appeared 
from this study to have little or no influence 
on the reaction to physical disorder. In con- 
trasting the two most frequently observed 
trends it was observed that improvement was 
more consistently associated with a depres- 
sive trend than with a persecutory trend. 

Accidental or self-inflicted injuries proved 
to be a stimulus for improvement in a high 
proportion of patients. There were 9g self- 
inflicted and 13 accidental injuries making a 
total of 22 patients injured, with improve- 
ment occurring in 18 instances or in over 85 
percent of these patients. The patients with 
self-inflicted injuries did somewhat better 
as a group than those with accidental 
injuries. 

Generally speaking, these patients who 
showed mental improvement in relation to 
physical disorder also did so with shock treat- 
ment although a substantial number im- 
proved with shock treatment who did not 
do so with intercurrent physical illness. In 
those who showed a capacity for improve- 
ment in response to both shock therapy and 
physical disorder, the prospect of sustained 
improvement or recovery was better than in 
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those who were improved in relation to 
physical illness alone or shock therapy alon 

A total of 67 of the 100 cases showed im 
provement following intercurrent physical 
disorder, with the improvement proceeding 
directly to recovery in II patients. The most 
striking and consistent change appeared in 
the 34 manic-depressive cases, with improve 
ment in 26 instances. The manic-depressive 
depressed group, however, did the best wit! 
14 out of 15 showing improvement. The 
patients who already had organic brain dis 
ease, as nmught be expected, did least well 
in relation to intercurrent physical illness 
with 2 out of 8 made mentally worse. 

This study of a group of 100 patients 
definitely suggests that one factor determin- 
ing the mental improvement often associated 
with intercurrent physical disorder is a stimu- 
lation of the patient’s interest toward the 
realistic goal of recovery through a threat 
to his physical existence. It is as if the ag- 
gression and interest which is withdrawn 
from external reality and turned inward into 
the relatively useless fabric of mental illness 
can often be organized and more realistically) 
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lirected outward by the patient confronted 
by the fear of death which is phylogenetically 
umental concern. For 
this reason it might be expected that even 
lly regressed mental pa- 


ents may s 1 definite temporary mental 
improvement associated with physical illness 
while more acutely ill patients may be stimu- 
ated into recovery. It might also be antici- 
pated, as our results show, that the interest 
f the 1 le pressive le pressive, patients 
hose 1 appr so relatively well 
ganized even thi turned inward, could 
most easily be turned back into external 
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NAIL BITING 


INCIDENCE, ALLIED PERSONALITY TRAITS AND MILITARY SIGNIFICANCE 


JOEL MILAM HILL, Comor. M.C.(S),U.S.N.R. 


This paper was written because nail biting 
usually has been considered a nervous per- 
sonality trait; many of our armed forces 
have been evacuated from combat areas 
because of nervous disorders; and it was 
thought that a study of nail biters who had 
experienced foreign and combat duty might 
help in determining the degree of military 
significance of nail biting, and hence might 
be an aid in selecting those whose person- 
alities useful for combat 
purposes. 


were military 

A study was made of the personalities 
of nail biters, the prevalence of nail biting, 
and the military and combat usefulness of 
nail biters among naval and marine male 
enlisted personnel who were evacuated to 
a hospital in this country from the Pacific 
battle area because of nervous conditions. 
These did not include psychoses or psycho- 
pathic personalities. From 223 routine ad- 
missions, 100 cases of nail biting were col- 
lected, 7.e., 45% of these were nail biters. 
More than half of them bit their nails periodi- 
cally or continuously since their earliest 
recollections. The remainder began the habit 
in association with combat, or gave it up 
before their present illness. Of the 100 pa- 
tients, 73 were marines and 27 were sailors. 
When this study was made, two-thirds of the 
patients at this hospital were marines. 

The family history of these patients was 
studied, and it was found that 25% of them 
had parents or older siblings who were nail 
biters. 

Of the entire group of nail biters, 73% 
had an unduly irritable disposition. They 
described their tempers as “quick, violent, 
high, hot.” They said they “get mad real 
quick,” “‘get mad all at once,” “fly off the 
handle easy,” and “flare up and blow up.” 
Among those with unusually irritable na- 
tures, only 30% had any civil or naval legal 
offenses ; and in the entire group a frequent 
complaint was that of fear lest they not 
have “clean record.” These figures may be 


influenced by the absence of psychopaths 
and psychotics from this study. 

The most frequent circumstances under 
which nail biting occurred were reviewed. 
In one-half the patients, it happened when 
they were in tense, emotional situations, as 
“when I am mad and can’t do anything 
about it’’; when observing movies of murder 
and war; and in combat, after it, or while 
thinking of it. A second frequent occasion 
for nail biting was during periods of inac- 
tivity enforced by others or themselves. A 
desired result was to aid in concentrating 
attention, as “to clear my mind when about 
to fight,’’ and “to make decisions.” A casual 


TABLE I 


Aver- 
Aver- age Aver- % 
age months age return 
months tropi- days ing 
ser- cal com- to 
vice duty bat duty 
Part A—entire group 
of nail béters......«.. 27 16 72 45 
Part B—bad tempers 
with many fist fights. 32 20 81 55 
Part C—bad tempers 
with few or no fist 
30 6 58 14 
Part D—tremble and 
weep when angry.. 22 12 40 35 


explanation of nail biting was described as 
“just catch myself doing it, not thinking.” 
Here there was usually the interpolation, 
“ashamed of doing it,” or “I know better.” 
These addenda were given voluntarily by 
those whose nail biting started in childhood. 
Other explanations were, “don’t know,” and 
“just a habit, like smoking.” 

The military usefulness of nail biters was 
determined by estimating the time they were 
in the service, the amount of tropical and 
combat duty they experienced, and their will 
and ability to return to duty after adequate 
treatment. 

According to Table I, part A, it is obvious 
that the entire group of nail biters were not 
without military usefulness. 
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A study of individual case histories 
vealed that some nail biters had undergone 
prolonged, tropical, combat duty, and afte: 
treatment were able to return to duty; others 
were found less useful for military combat 
purposes. 

An illustration of the latter group is seen 
in: 


CASE 1.—This was a 23-year-old marine. His 
nail biting was of many years duration. He char- 
acterized it as, “I just chew on my little pinkeys” 
(the tips of his little fingers). He said he bit his 
nails, “just to have something to do; it’s a bad 
habit; it broadcasts you are nervous.” Other early 
neurotic traits included fear of the dark, fear of 
crowds, sleep talking, and sleep walking all of 
which persisted until 4 years after puberty. His 
usual reaction to his very quick temper was to weep 
and tremble. He never had a fist fight. His strict, 
irritable father beat him unmercifully when he erred 
This was a frequent occurrence. 

During his 14 days of military combat duty, “my 
hands paralyzed. I trembled and cried. I didn't 
even shoot at a Jap. I couldn't do it. I was just in 
a fox-hole. They thought I was yellow.” 


A nail biter useful for combat duty 
seen in: 

Case 2.—This 21-year-old marine had bitten hi 
nails since childhood. His right index finger nail 
was bitten most frequently. “I have to bite him all 
the time.” This occurred most frequently while he 
observed murder mystery movies, and when “sitting 
down doing nothing.” He had few early neuroti 
traits. He characterized his temper as “quick at 
soon over it.” He had more than the usual number 
of fist fights; and when angry, “I often hit ’em.” 
He had no complaints about his parents whom | 
considered happily married. 

In his 90 days of military combat experiences, “I 
didn’t mind killing ’em. One Jap made me mac 
keeping on sniping. So I cut his throat and stuck 
a branch through him. He looked funny. I won- 
dered why I did it.” He was evacuated to this 
country when he received a severe blast concussion. 


An effort was made to determine the 
characteristics of nail biters who were useful 
for military combat duty. The numerical 
frequency of early neurotic traits was re- 
viewed and it was found that those with few 
of these traits did better than those with 
many of them. 

Since a violent temper was a trait common 
to 73% of the nail biters, it was considered 
pertinent to investigate the reactions of 
these patients to their rage. It was found 
that 27 of them had numerous fist fights 
since childhood; and 46 gave a history of 
very few or no fist fights. Table I, parts 
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enjoyed killing ’em. It was just like killing 
a rat.” 

Among the 46 patients with strong tempers 
who had few or no fist fights, 64% were 
unduly emotionally disturbed by combat ex- 
periences, 23% reacted nonchalantly, and 
13% experienced no combat. Also among 
the 28 patients with trembling and weeping 
reactions to their violent tempers 57% were 
unduly upset emotionally by combat killing ; 
21% reacted nonchalantly to it; and 22% 
had no combat. 

A comparative study was made on naval 
male enlisted personnel who had experienced 
combat in the Pacific or Atlantic battle areas, 
who had no sick list admissions because of 
nervousness and who were separated from 
naval service by the point system. The study 
was made soon after the end of World War 
II, when separatees had experienced pro- 
longed foreign combat duty. From 1571 
such routine separatees, 100 cases of nail 
biting were collected, t.e., 6% of them were 
nail biters. Of these, more than half bit 
their nails as long as they could recall. The 
remainder started it in association with 
combat, or gave up the practice before join- 
ing the Navy. Of the 100 cases, 75% had 
a temper of average or less than average 
degree; 90% had experienced an average 
or more than average number of fist fights; 
and 93% had never trembled and wept when 
angry. 

SUMMARY 
Patients evacuated to a naval hospital in 


this country from the Pacific battle area be- 


cause of nervous conditions, excluding psy- 
choses and psychopathic personalities, were 
examined in regard to nail biting. From 
routine admissions, 100 nail biters were col- 
lected. The frequency of the condition was 
determined. By studying the personalities, 
service and combat reactions of these pa- 
tients, an effort was made to throw some 
light on the personalities of nail biters and 
the military usefulness of those who bite 
their nails. A comparative study was made 
on 100 nail biters who had experienced com- 
bat, who had no sick list admissions because 
of nervousness, and who were separated from 
naval service by the point system. 


CONCLUSIONS 


1. In military combat, nail biters generally 
are less useful than non-nail biters. 

2. However some nail biters undergo com- 
bat without hospitalization for nervousness ; 
and many nail biters experience prolonged 
combat prior to hospitalization for nervous 
conditions. 

3. Nail biters least useful for military 
combat purposes are characterized by: 

(1) Unhappy child-parent relationship. 

(2) Multiple early neurotic traits. 

(3) Very irritable, explosive temper. 

(4) Usual reaction of weeping and tremb- 
ling when angry. 

(5) Infrequency or absence of fist fights 
in early life. 

(6) Emotionally disturbed response to 
combat killing. 
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A PSYCHOSOMATIC APPROACH TO THE PROBLEM OF 
STUTTERING IN PSYCHOTICS 


DOMINICK A. BARBARA, M.D., CEntrat 


In the evolution of man, speech is the most 
highly integrated function. It has served as 
one of the most directed means of expressio1 
toward establishing interpersonal relation- 
ships. 

Disturbances along the pathway and levels 
of speech may be of three varieties, namely : 
(1) disturbances of phonation and articula- 
tion; (2) disturbances in symbolic expres- 
sion, and (3) disturbances in rhythm. A 
disturbance of the latter type is common]; 
known as stuttering or dysphemia. 

In the realm of speech disorders, stutter- 
ing plays a most prevalent and important 
role. Attempts to study and classify this 
syndrome have been made by the psychia- 
trist, the neurologist, the laryngologist and 
the sociologist. In spite of the wide number 
of theories that have been offered with re- 
spect to the nature, etiology and treatment 
of this condition it still remains a topic of 
considerable discussion and controversy. 


METHOD OF STUDY 


The present investigation was conducted 
among psychotic patients at the Central Islip 
State Hospital. Only those patients wh 
exhibited definite symptoms of stuttering 
were selected for study; patients who were 
mute, disturbed and resistive, and those 
whose stuttering syndrome was masked by 
some allied speech disorder were excluded. 
In the study of the case material special 
consideration was given to possible relation- 
ship of neuropsychiatric and psychosomatic 
disorders with the problem of stuttering. 


OBSERVATIONS 


The observations derived from this study 
were divided into two categories. The first 
or neuropsychiatric study is indicated in 
Table I, and consists of the age, sex, psy- 
chiatric diagnosis, personality make-up, 
family history (including inherited and con- 
stitutional factors), emotional behavior at 
the time of examination, and a superficial 
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neurological and physical examination. The 

econd part consists mainly of personal in- 
ews with the patient in which data rela- 
to the underlying psychopathology of 

the stuttering symptom were formulated. 


PartT I. NEUROPSYCHIATRIC STUDY 


Che ( selected study was rela- 
tively small in comparison to the total num- 
er of resident patients, namely 20 in about 
00. It included 16 males and 4 females, 
17 to 55 years old, the average age being 34 
I It was interesting to discover that 


nly one in every 350 psychotic patients, or 
.28 percent, 


stuttered. This percentage is 
incidence of stutter- 
general population in this 
untry, which is about one percent, amount- 
How- 
made for some 
this kind. 


le patients were diagnosed according to 


ing to about a million and a quarter. 


must be 


f error in a study of 


the classification adopted by The American 
Psychiatric Association. There were II! 
cases of dementia precox (6 paranoid, 4 
hebephrenic, I catatonic), 3 cases of psy- 


chosis due to convulsive disorders, 2 manic- 
depressive-manic psychosis, I case of psy- 
chosis due to mental deficiency, 1 with alco- 
holic psychosis-pathological intoxication, I 
psychoneurosis-psychasthenia, and I case of 
psychosis with epidemic encephalitis. 

With respect to their personality traits 
patients were classified as introverts or ex- 
troverts. This simple classification does not 
fully describe all personality characteristics, 
but serves as a measure of the predominant 
attitudes of the individual in meeting life 
situations. Table II shows that 15 cases were 
of the introvert type and 5 cases extrovert. 

he family history presented some out- 
standing neuropsychiatric or psychosomatic 
disorder in every case except in two where 
In the 
majority of the cases there was a definite 
history or indication of immediate 


such information was not available. 


some 
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TABLE I 


NEUROPSYCHIATRIC STUDY 
Family history including 
Age ex diagnosis inherited titutional Physical findings 
The 33 M | Dementia precox, Parents are first cousins, temper- | Impulsive, quarrel- Asthenic habitus, congenital organic 
‘ paranoid type. amental, demanding, rigid. some, tense. brain pathology, generalized as- 
in- symmetry between sides of body. 
2la- 4 M | Dementia precox, Mother neurotic, killed under a | Inferior, fearful, Asthenic habitus, history of diabetes 
( f paranoid type. truck when patient was 12 tense, dependent, mellitus, anxiety features. 
J years of age. Father alcoholic. submissive. 
. 55 | M | Dementia precox, Father psychotic—committed Seclusive, surly, Clinical evidence of pulmonary tu- 
paranoid type. suicide. antagonistic. berculosis. 
39 F | Dementia precox, One sister psychotic. Another | Suspicious, moody, Dysplastic habitus, enlargement left 
paranoid type. sister chronic alcoholic. Mother irritable, side of heart, marked hirsutisim 
neurotic. egocentric. and masculine features 
39 F | Dementia precox, Questionable history of insanity | Fearful, inadequate, | Asthenic habitus, extrasystoles 
im- paranoid type. in family. delusional. positive Babinski. 
out 46 | M | Dementia precox, Brother psychotic. Mother high- | Tense, anxious, fear- | Asthenic habitus, chronic anxiety 
les paranoid type. strung, temperamental. ful, delusional. symptoms. 
24 23 | M | Dementia precox, Family history not available. Disturbing, tense, | Asthenic habitus, chronic anxiety 
‘ hebephrenic type. assaulting symptoms. 
‘hat tendencies. | 
, OF 18 | M | Dementia precox, Mother neurotic. Maternal aunt | Aggressive tendencies,| Asthenic habitus, anxiety symp- 
- hebephrenic type. psychotic. Both parents worri- | disturbed, quarrel- | toms. 
1S some. | some, tense. 
| 
ter 36 | M | Dementia precox, Mother psychoneurotic, overpro- | Inferior, seclusive, | Asthenic habitus, negative physical 
this hebephrenic type. ductive, temperamental. | tense, dependent. findings. 
int- 32 | M | Dementia precox, Mother neurotic. Father alco- | Silly, manneristic, Asthenic habitus, chronic eczema, 
hebephrenic type. holic, both parents nervous, childish, inade- | anxiety symptoms. 
Ow- worrisome, unstable. | quate, superficial. | 
} 
yme 24 | M | Dementia precox, Family history not obtainable. Withdrawn, shy, se- | Asthenic habitus, anxiety symp- 
catatonic type. clusive, meme toms. 
" 36 | M | Psychosis due to con- | Mother neurotic, diabetic. Fa- | Suspicious, irritable, | Asthenic habitus, history of early 
x to vulsive disorders, ther died when patient was6— | defensive, impul- | spinal meningitis, irregularities of 
can excitement. cause not known. sive. | pupils, ataxic gait. 
II 20 M | Psychosis due tocon- | Both parents were drug addicts | Psychopathic tenden- | Systemic syphilis, bilateral corneal 
vulsive disorders, Mother had epilepsy and at-| cies, irritable, dis- | opacities, positive Babinski. 
a 4 epileptic deteriora- tempted suicide several times. |  turbing, aggressive. | 
tion. | 
5 35 F | Psychosis due to con- | Mother psychoneurotic. Paternal | Confused, seclusive, | Dysplastic habitus, history of spinal 
nic- vulsive disorders, cousin feebleminded. | deteriorated. meningitis, hirsutism and mascu- 
5 clouded states. } | line features. 
ySV- 
lco- 50 | M | Manic-depressive, Both parents unstable, not un-| Excited, tense, in- | Asthenic habitus, negative physical 
AC manic psychosis. derstanding, demanding, rigid. creased psychomo- | findings. 
1 I tor activity, flight | 
of ideas. 
50 F Manic-depressive, Mother psychotic. Maternal aunt | Tense, excited ag- | Dysplastic habitus, anxiety fea- 
manic type. committed suicide. | gressive, anxious. tures, cardiac pathology, vasomo- 
? tor disturbances. 
29 | M | Psychosis with men- Mother neurotic. Father died of | Impulsive, aggressive,| Asthenic habitus, exophthalmos, 
€X- tal deficiency, diabetes mellitus. | fearful, tense. | sinus arhythmia, gastro intestinal 
disturbances. 
not 
“ae 31 M | Psychoneurosis, Parents unstable, sensitive, inse- | Dependent, submis- | Asthenic habitus, physically nega- 
tics, psychasthenia. cure. Mother overprotective. | sive, compliant,| tive. 
nant non-assertive. 
life 28 | M | Psychosis due toalco- | Mother highly neurotic. Father | Fearful, tense, de- Asthenic habitus, moderate sclerosis 
hol, pathological domineering, stern and rigid. pendent, anxious. of retinal vessels, liver pathology, 
vere intoxication. anxiety features. 
vert. 17 | M | Psychosis with epi- | Mother is mentally defective. | Sexual degenerate, | Frohlich constitution, mammary 
demic encephalitis Two maternal aunts and too impulsive, | glands over-developed, ; female. 
out- maternal cousins psychotic. aggressive, tense, | distribution of pubic hair, slight 
; disturbed. | facial masking with bilateral 
1atic | ptosis of eyelids. 
here 
the 
nite 
liate 


Igo THE PROBLEM OF 


member of the family having psychotic mani 
festations, more often on the maternal side. 
In every case, one or both parents were d« 

scribed as nervous, temperamental, worri 
some, demanding, rigid, not understanding 

and frequently an attitude of overprotection 
or lack of sympathy appeared to be present 
The family environment and parent-relation 
ship in most instances were characterized by 
a lack of warmth and affection, and frequent 
emotional stirring. 

There was found to be definite emotional 
instability in each individual case, and in th 
majority the underlying tension and anxiety 
features were marked. 


TABLE II 


Intro- Extro- 
Diagnosis verts verts Tot 
Dementia przcox: 
5 I 6 
Hebephrenic ........ 2 I 
I re) I 


Psychosis due to convul- 


sive disorders 2 I 3 
Manic-depressive psy- 
Psychoneurosis: 
Psychasthenia ...... I I 
Alcoholic psychoses : 
Pathological intoxica- 
Psychosis due to mental 
deficiency ........ I 0 I 
Psychosis with epidemic 
encephalitis ....... I 0 I 
I5 5 20 


Patients of the schizoid variety were seclu- 
sive, shy, fearful, submissive, non-assertive, 
withdrawn, egocentric and highly dependent 
The more deteriorated types were surly, 
untidy, manneristic, confused, silly, inade 
quate, childish, superficial and presented 
some degree of sensorial cloudiness. The 
few cyclothymic types present were dis- 
turbed, assaulting, talkative, antagonistic, 
flighty, impulsive and presented frequent 
mood changes. 

The physical examination revealed no out- 
standing pathological features. The body 
builds were predominantly of an asthenic va- 
riety in the male sex, and of a dysplastic na- 
ture in the female. One male presented a 
fairly typical Frohlich constitution 
marked obesity, underdeveloped 


with 
genital 
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ns, overdeveloped n mary glands, and 
In two of 

e female group hirsutism and masculine 


female distribution of pubic hair. 


itures were marked. The prevalent physi- 
liseases ed wv e cardiac irregu- 
ties t ntesti listurbances, spinal 
eningitis, epilepsy, systemic syphilis, dia- 
etes mellitus, and ot e of active pulmo- 
e neurological examination revealed no 


lence of peripheral neuro-muscular in- 


vement were there any pathological 
the spec h organs. Deep re- 

vere slightly exaggerated, but equal on 
les and of.no pathological significance. 

\ true Bal ki sign was found in two cases, 
OT V cn 5 an individual with systemic 
hilis. In nearly everv case there were 


ms of acute or chronic anxiety, char- 


terized by excessive sweating of the hands 
1 feet, fine trem f the outstretched 
ds, occasional tics and twitches of the 
l upper extremities, and the so called 


inesias or purposeless, jerky and ir- 
regular movements of the body, usually asso- 
ciated with the tension factors of stuttering. 


1 


During the marked phases of stuttering, signs 


of vasomotor instability associated with 
blushing, cardiac palpitation, dilated pupils, 
and variations in blood pressure were fre- 
quent | 


and uniformity of 
ss may lead to the conclusion 
no part in the 


7 
The lack of consistency 
hysical findin 


that physical factors play 


YCHOPATHOLOGY OF THE 


STUTTERING SYMPTOM 


A of Onset and Sex-Distribution.— 
\ccording to Glauber, about go percent begin 
under the age of 10 and the majority of these 
start in the first five years. He states, “These 
are the years when the first major social ad- 
The early incidence of this 
without a 
adolescence and 


justments begin. 
syndrome and its 
break through childhood, 


despite 


1 


adulthood, 

veries and improvements, is of the utmost 
ked contrast to al- 
most all the other clinical forms of psycho- 
neuroses which In stut- 
tering, due to the early onset and continuation 
of the syndrome, there results an arrest of 


many spontaneous re- 


It is in mat 


signincance 


have a later onset. 
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emotional development and a disturbance in 
interpersonal relationships that is most per- 
vasive and that marks the condition as a 
unique and profound character neurosis.” 
Orton divides the onset of stuttering into two 
periods, one beginning at the period of speech 
learning(2-3), and the other at the time 
of writing (6-8). 

The question of sex distribution in stut- 
terers remains as yet in a controversial state. 
The males are from four to eight times as 
frequently affected as females. Greene offers 
the most conclusive explanation; he states, 
“that early environmental stress is never as 
hard on girls as on boys. The element of 
social competition enters into the life of even 
the youngest boys much more decisively than 
into that of girls. For the little girls play 
with each other in groups, the same as they 
did when they played with their mothers or 
sisters at home, while the boy is injected im- 
mediately into an incomparably more stren- 
uous atmosphere of group games in which 
the prowess of much older boys sets the 
standards. In other words, the social impact 
is stronger in the male sex and stuttering 
therefore must be common. Also an addi- 
tional hardship for the male is the fact that 
mothers usually center their affection on him, 
injudiciously shielding him and_ thereby 
weakening him, with the result that he is 
unable to cope with the regulation environ- 
mental onslaughts.”’ 

With regard to the development of the 
speech mechanism, Abt and his co-workers 
have reported that at 18 months only 14 
percent of the responses of boys are compre- 
hensible whereas in girls 38 percent are com- 
prehensible. According to Tilney and Casa- 
major, there is an earlier myelinization of 
nerve fibres in girls than in boys, coincident 
with development of speech function. Allen 
in a study of 300,000 cases concluded that 
females presented in many ways a greater 
physiological and neurological stability. 

In our study we found, through direct 
questioning of the patient or by information 
received from some immediate member of 
the family, that 12, or 60 percent, were able 
to recall the age of onset. The remaining 8, 
or 40 percent, were unable to recall the age 
of onset of stuttering. Ages recalled ranged 
from 5 to 8 years in all but two cases; in 
these the beginning of stuttering was noticed 


after the age of 10. The patients’ recollection 
in these last two cases may not have been 
entirely trustworthy. 

2. Precipitating Factors—The onset of 
stuttering in childhood may be precipitated 
by any experience which in a stuttering-type 
individual generates anxiety and fear. Such 
traumatic experiences are fright, accident, 
illness, operation, forcible conversion from 
left to right-handedness, or a tense and 
worrisome home environment. The element 
of fright as a situational traumatic experience 
plays the most prevalent role. The most 
common experiences of this type are: being 
frightened by the dark or lightning ; receiving 
a severe punishing at the hands of a domi- 
neering and stern parent; being frightened 
by a dog or some other animal ; being chased 
or mobbed by a gang of “tough boys” ; being 
yelled at by an angered person ; being thrown 
into water for the first time; and being 
caught in the act of masturbation by a parent. 

Of the 20 patients examined 7, or 35 per- 
cent, could attribute the symptom of stut- 
tering to some specific happening. Eight, 
or 40 percent, felt that the primary cause of 
their stuttering was possibly a tense and 
worrisome environment, and 5, or 25 per- 
cent, were unable to cite a specific happening. 

The following examples are illustrative of 
those cases with known precipitating factors: 


1. L. H., an only child, was closely attached to 
his mother who overprotected him and held him 
very close to her “apron strings.” During his early 
childhood, she directed his mode of living and shook 
his feelings of security. She constantly spoke to 
him of the dangers and cruelties of the outside 
world, and forbade him to associate with the rest 
of the boys in the neighborhood. He presented a 
history of nail-biting, enuresis at the age of 9, 
and frequent nightmares of a terrifying nature. At 
the age of 6, after much persuasion, he went along 
with a group of his playmates to a nearby vacant 
building which his mother had constantly warned 
him not to visit, because “it was supposed to be 
haunted.” As he entered the building, one of the 
older boys decided to play a prank on him by push- 
ing him through a doorway and running away with 
the rest of the group. This incident of being iso- 
lated in a forbidden spot was of a frightening 
nature, and subsequently he stuttered. 


2. N. H., a 35-year-old male, was the product of 
a domineering, stern and rigid mother and an al- 
coholic father who had little time to spend with 
his children. The family environment was one of 
constant friction and quarrels. At an early age he 
was subject to nail-biting, temper tantrums and 
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nightmares of “being beaten up.” His eldest brother 
was his constant and only companion and the on 
in whom he confided and whom he respected. At 
the age of 8 while chasing his brother through 
streets while playing he saw his brother being 
struck by a truck and instantly killed. Involun 
tarily following this tremendous psychic shock he 
began to stutter. 


+} 
tne 


3. R. B., a 50-year-old female, was reared most 
of her life by a domineering and intolerant father 
who punished her frequently. When the patient 
was 5, her mother suddenly became psychotic and 
was confined to a mental institution. During he: 
early childhood the patient was subject to horrify 
ing nightmares of being chased by weird animals 
which would awaken her and cause her to have nox 
turnal crying spells. At the age of 7 she was 
frightened by a large dog, and subsequently began 
to stutter. 


4. S. R., a 20-year-old male, was the only child 
of parents who were drug addicts. The father was 
a severe stutterer, and frequently when he becam« 
angered, would beat his wife in the presence of 
his son. The mother later took to alcohol and 
when the boy was 6 years of age, she committed 
suicide. When the boy first entered school, he was 
shy, seclusive and insecure. Whenever he was 
about to be called upon to speak in class, he would 
become afraid and break out into a complete sweat 
His lips would tremble and he couldn’t speak for 
some time. He had been a chronic nail-biter up 
to the time of examination, and there is a history of 
being a sleep walker in earlier years. At the age 
of 7 he was forced, upon the insistence of his 
father to undergo a tonsillectomy. The 
fright and shock sustained during this incident was 
followed by stuttering. 


severe 


5. D. S., an 18-year-old male, went swimming at 
the age of 8 against his mother’s wishes. While 
diving, he slipped and struck his skull against a 
plank, receiving a slight injury to his forehead. 
He was not unconscious, but temporarily shocked 
and frightened. This frightening experience, plus 
the anticipation of being punished by his mother, 
was alleged to have caused the stuttering. 


6. A. D., a 33-year-old male, was left-handed 
since birth. Both parents were described as being 
vigorous, intolerant and demanding. There is a 
history of a brother and a maternal cousin who 
stuttered. There was a constant fear of not meet- 
ing his parents’ demands and of receiving some form 
of punishment in consequence. As a child he wet 
the bed and had frequent nightmares of “falling 
off tall buildings or of floating off into space, with- 
out being able to come back to earth.” At the age 
of 5, he was forcibly threatened to be converted 
from left to right-handedness, and subsequently 
stuttered. 


7. T. R., an 18-year-old male, began to stutter at 
the age of 9, following an attack of encephalitis 
lethargica. His family history denoted a highly 


time t 
a severe stutterer and had two brothers with a 
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urotic, temperamental, highstrung and worrisome 
ther. The father died wl the | was 0 years 
now! \ maternal aunt stuttered and 
r be e 1 hot During the entire course 
the mother remained constantly at 
bedsid bbed. cried 1 prayed continually 
é He has been a chronic nail-biter 

wet the bed until the age of 12 

he following case review is presented in 
some detail, to illustrate the salient features 


1 tense and 


worrisome home environment 
in stuttering 


as 


a preci} itating tactor 


1 finally leading to a psychotic level. 
ae 41-year-old male, white, was admitted 
Central Islip State Hospital on a regular com- 
ent « \ st 12, 104 He gave a history of 
ing extremely aggressive and hostile toward his 


He struck her at frequent intervals, threw 
use in her presence, and 
He was found to be 
istic and quarrel- 
He presented definite delusional 


his mother. There were no 


y tense, anxious, antagon 


trends which 


hallucinations admitted, nor was there any cloud- 


examination 
evealed a tall individual of asthenic habitus with 
arked symptoms of acute xiety. The stuttering 
features throughout the examination were marked. 


} 
ot the sensorium ihe physical 


His diagnosis was dementia przcox, paranoid type. 
significant factors 
rom a hereditary He was the only 
“middle Jewish American family. 

was described as domineering, stubborn, 
stern. The father was under- 
submissive and compliant, but had little 
spend with the boy. The father was also 


The family history revealed no 
standpoint 
class” 
rigid and gentle, 


standing, 


speech impairment. The family environ- 
ment was one of continued friction and quarrels, 
which centered mostly about economic stress. Dur- 
ing R. S.’s entire childhood he was closely attached 
to his father on whom he greatly depended. When 
l was the constant 
fear of not meeting with her demands and of re- 
During his early childhood he 


left alone with his mother, there 


ceiving punishment. 
was seclusive and shy and was never at ease with 
boys in the neighborhood who “bullied 
attitude, the 


the other 


him.” In spite of her domineering 


mother attempted to win over her son on every 
occasion by hugging and kissing him. Up to the 
age of 10 he slept in the same room with the mother 


in a bed close to her. During this period he began 
to wet the bed and had frequent nightmares char- 
acterized by a feeling of helplessness in the face 
of impending peril. He has bitten his nails all his 
life. He was rather retarded in learning to walk 
and talk and was described by the mother as being 
a rather “slow moving and nervous individual.” As 
a child he progressed very slowly in school because 
of his “day dreaming” and inability to concentrate. 
He sat mostly in the rear of his classes to avoid 


being called upon to recite, when his arms and legs 
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would tremble and his heart would pound rapidly. 
When R. S. was 12 his father deserted the family 
after a heated argument. As the father began to 
leave the house, the boy clung desperately to him, 
crying hysterically and pleading with him to re- 
main at home. During the struggle the mother tore 
the boy away from his father, pushing her son to 
the floor. This traumatic experience preceded the 
onset of stuttering. 

An emotional stirring was thus set up during 
childhood, which was difficult for the boy to under- 
stand or accept. His hostility and dislike for his 
mother on one side, and the need for affection and 
warmth from his father on the other, brought about 
emotional conflict and anxiety. The child is thus 
rendered insecure and helpless and is compelled to 
search for new ways to cope with life in a safer 
manner. In order to combat this ever-growing 
state of anxiety, neurotic trends are formed with 
their secondary defense mechanisms. Because of 
the constant state of feeling ridiculed, belittled and 
threatened by corporal punishment or deprivation, 
he assumes a passive attitude. His community is ex- 
perienced as one of intolerance and authority. In- 
terpersonal relationships become distorted in later 
years, and the individual usually becomes submis- 
sive, yet self-assertive and aggressive. Finally, this 
unconscious hostility and rage which is being con- 
stantly repressed is brought to a conscious level: 
the power of concentration and the accepted bases 
of reasoning and judgment are impaired, finally 
leading to a psychotic state which was manifested 
by threatening to assault the object of hatred. 

Table III shows the age of onset and the 
various alleged causes of stuttering. 

3. Family History.—In a recent study of 
100 cases taken from the National Hospital 
for Speech Disorders in New York City, 
Meyer found that where an inquiry into the 
family history was undertaken, 61 patients 
asserted that there were other stutterers in 
the family; whereas in a control group of 
246 non-stuttering students from the New 
York University Medical College was 
studied, only 16, or 6.5 percent, stated that 
they had relatives with a history of stuttering. 
These findings indicated therefore that stut- 
tering is nearly ten times as frequent in the 
families of stutterers as in the families of 
non-stutterers. A further examination of 
the pedigrees in his study revealed no con- 
sistent tendency for either an inheritance by 
lemales from male parents or the inheritance 
by half the offspring of female stutterers. In 
conclusion, Meyer states: “There is no evi- 
dence, therefore, that stuttering is inherited 
either as a simple recessive or as a sex-linked 
genetic factor. Leaving aside then a genetic 

3 


explanation, it is justifiable to consider other 
possible factors responsible for the tendency 
for stuttering to occur in families.” 

An examination of the family histories in 
this study showed that in 9, or 45 percent, of 
the cases, there was a history of other stut- 
terers in the family. Of these, in only one 


TABLE III 


AcE OF ONSET AND PRECIPITATING CAUSES OF 
STUTTERING 
Age of 
onset Precipitating causes 
Frightened by the fear of being left 
alone in a “haunted house.” 
Unknown cause. 
Tense and worrisome home en- 
vironment. 
ee Frightened at the scene of his 
brother’s accidental death. 
Tense and worrisome home en- 
vironment. 
ee Frightened by a large dog. 
Tense and worrisome home en- 
vironment. 
Cause unknown. 
Frightened by the fear of under- 
going a tonsillectomy. 
Tense and worrisome home en- 
vironment. 
Ee Forcible conversion from left to 
right-handedness. 
Tense and worrisome home en- 
vironment. 
Cause unknown. 
Stuttering following an attack of 
encephalitis lethargica. 
Tense and worrisome home en- 
vironment. 
Cause unknown. 
Ae Frightened by an accident while 
swimming plus anticipation of 


being punished by a parent. 
piaihaleracaaee Tense and worrisome home en- 
vironment. 


? = Unable to recall age of onset. 


instance was stuttering noted in the families 
of both parents. 

4. Psychiatric Implications.—Stuttering 
must be considered as a symptom of an 
underlying neurotic condition. It is a com- 
plex syndrome with multiple etiology, and 
only through a psychosomatic approach can 
we expect to understand its nature. 

The stutterer hesitates in making any de- 
cisions and is in a constant state of fear. He 
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has difficulty in speaking only in certain situ- 
ations, and usually this situation represents 
a threat to his personality. It is commonly 
known that the stutterer can sing freely, 
and that when alone or in certain definite 
situations he is altogether  stutter-free. 
Speech to the stutterer becomes an acutely 
conscious process and is usually associated 
with feelings of fear and embarrassment. 
The stutterer may develop numerous devices 
or tricks to avoid the bugaboo word or 
momentarily release anxiety, such as pinch 
ing himself, talking in a mechanical tone, or 
by rhythmically swinging his arm. This in 
turn serves only as a momentary release, 
building up all the more conflict and anxiety 
The early childhood history usually reveals 
traumatic experiences, nightmares, fears, 
hysterical manifestations, disturbances of 
sleep, nail-biting, enuresis and 
lability. Similar findings were discovere 
in about three-quarters of the case histories 


emotional! 


reviewed. The outstanding characteristics 
discovered in all patients were the element of 
fear and the general tendencies to asocial 
behavior. 


Attempts to clarify the problem of stut 
tering through correlated studies by means 
of blood determinations, electroencephalog- 
raphy and the Rorschach method have led t: 
no definite conclusions, beyond confirming 
the state of persistent chronic anxiety. 


SUMMARY AND CONCLUSION 


The study of 20 stuttering psychotic pa- 
tients at the Central Islip State Hospital 
showed : 

(a) One in every 350 psychotic patients 
or .28 percent, stuttered. (b) The psychi- 
atric diagnosis was mainly schizoprenia. (c) 
Fifteen cases were of the introverted type 
and 5 cases of the extrovert variety. (d) 
The family history presented some degree of 
neuropsychiatric or psychosomatic disorder 
in every case except two where such informa- 
tion was not available. (e) The personality 
make-up of the majority of the patients ap- 
peared to be of a schizoid variety. (f) The 
physical examination presented no definite 
findings for establishing the etiological basis 
of stuttering. The neurological examination 
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COMPARATIVE INCIDENCE OF NEUROPSYCHIATRIC CASUALTIES 
IN WORLD WAR I AND WORLD WAR II 


JOHN W. APPEL, Mayor, M.C., GILBERT W. 


BEEBE, Capt., M.A.C., 


DAVID W. HILGER, Mayor, M. 


Statistical comparisons of reported in 
cidence of neuropsychiatric conditions in 
the United States Army in World War I and 
World War II must be made with consider 
able caution. For several reasons the re 
ported rates are only roughly related to the 
actual incidence of neuropsychiatric dis 
orders in military personnel. Changes in 
administrative policies have resulted in gross 
fluctuations in the rates for this war. Th 
present figures, although not entirely reliable, 
are sufficiently accurate to permit reasonabl 
conclusions as to the magnitude of the prob 
lem; while, in World War I, reporting of 
neuropsychiatric conditions is known to have 
been much less complete and, in some 
instances, quite unreliable. When possible, 
adjustments have been made to correct thes 
deficiencies in the charts shown here. An 
important factor is that in the present war 
the Army has been much more alert to psy 
chiatric disorders than it was in the last, and 
has recognized many truly psychiatric con 
ditions which in World War I were attrib- 
uted to other causes. It remains true today, 
however, that many clear-cut cases are not 
recognized as psychiatric, or at least not 
diagnosed and classified as such, and are 
labeled “gastro-intestinal disorders,” ‘‘low 
back pain,” and the like. With all due allow- 
ances for these shortcomings in the reported 
rates, the evidence clearly indicates that the 
actual incidence of neuropsychiatric condi- 
tions is significantly higher in World War 
II than it was in World War I. 

Fig. I provides a statistical comparison of 
neuropsychiatric admissions to both hospital 
and quarters in the American Expeditionary 


Forces in World War I? with that in the 


1 From the Surgeon General’s Office, U. S. Army, 
Washington, D. C. 

2 Medical Dept., U. S. Army in the World War, 
Vol. XV, Statistics, Part 2, Medical and Casualty 
Statistics, Washington, U. S. Government Print 
ing Office, 1925, 1,368 p. 
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pean Theat World War II.* Since 
missions to quarters were not recorded in 
\\ d V [, the reported rates have been 
sted on the assumption that for every 


} 7 psycho- 
psychopathic 
there was an 


rters. With the 


ent of intensive combat the World War I 
ed by about 150 percent whereas 
e of thre | resent war incre ised by about 


300 percent. The theater rates for the re- 
cently concluded action have been about two 
to three times those {1 the active combat 
eriod in World War I. 


1 


ate tor I9QIS more nearly 


Che theater casualty 
y approximates 
those of 1944-1945 if account is taken of the 
higher proportion of mcombat troops in 
satisfactory 
comparison of casualty rates for combat divi- 


the present war. An entirely 


sions cannot be made but the evidence sug- 
gests that rates for divisions in the line from 
npublished tabulations, 1945, Medical Statistics 
ivision, Office of The Surgeon General, U. S. 
Army. These figures are provisional, and may 
fer slightly from final data to be published 
ubsequently. 
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26 September to 11 November 1918* were 
five to six wounded per 1,000 men per day as 
against four to five for the period 6 June to 
30 November 1944. The average neuro- 
psychiatric admission rates for divisions in 
the line and in reserve were about 140 per 
thousand men per year for the A.E.F. and 
260 for combat divisions on the European 
continent from June through November. 
These differences cannot be attributed to 
inferior screening in this war, since the 
neuropsychiatric induction examination and 
criteria for acceptance are unquestionably far 
more rigid now than in World War I. One 
possible explanation is that the mental health 
of the nation has deteriorated in the twenty- 
five years since the last war; however, the 
evidence for this is far from conclusive and 
there is considerable evidence to the con- 
trary. Certainly it is well known that the 
physjcal health of the young men of today 
is considerably better than that of their 
fathers. Another possibility is that classifi- 
cation and assignment of personnel in this 
war is less satisfactory than it was in the last, 
and that a greater number of men have been 
placed in jobs for which they are not fitted by 
training or inclination and that as a conse- 
quence they develop symptoms of maladjust- 
ment. However, evidence seems to indicate 
that the classification system is at least as 
good in this war as it was in the last, if not 
considerably better. Undoubtedly the most 
important single factor in the health of an 
enlisted man is the quality of the leadership 
to which he must submit and yet there is no 
reason to believe that the leadership in this 
war is inferior to that in the last. Certainly 
the training of junior officers for the present 
conflict has been as thorough as in the last 
war, and their knowledge of human motiva- 
tion and behavior cannot be less than that of 
their Certainly also their 
ability to supply equipment, food, furloughs, 
entertainment and recreation is greater than 
in the last war. It is undoubtedly true that 
the problem in this war as a whole is 


predecessors. 


rendered more severe by the prolongation 
of the war and particularly by prolonged 
combat without adequate relief. However, 
the foregoing chart on incidence shows 


*Love, Albert G.: War Casualties, Army Med. 
Bull. No. 24, pp. 1-177, 1931. 


clearly that high rates in the European 
Theater occurred in the second month after 
D-Day as well as after prolonged combat. 
It is possible that, regardless of the casualty 
rates, modern warfare is more terrifying, 
and many would attribute some of the 
differential psychiatric rates to-this cause. 
The mental hazards of this war are probably 
greater than even the trench warfare of 
1918. There are such factors as new weap- 
ons of greater ferocity and killing power, 
greater rapidity of movement, higher criteria 
for the ability to take responsibility and 
make decisions, and higher requirements as 
to mechanical skill and knowledge. It does 
not appear, however, that the degree of 
difference in this respect between this war 
and the last is enough to explain the wide 
variance in the neuropsychiatric rates. 
Finally, there is another major factor, namely 
that of the emotional conviction as to why 
we fight. It has been said that in the last 
war the men seized their guns with enthu- 
siasm and were carried through hardship 
and danger by the emotional conviction that 
they were fighting a war to end all wars. 
In this war such a spirit has been con- 
spicuously absent. The majority of men were 
drafted in a spirit of resignation; they have 
felt that there was a job to be done, but 
they have felt resentful that they rather than 
someone else were selected to do it. This 
difference in attitude is perhaps the most 
outstanding difference in the psychiatric pic- 
ture of this war as compared with the last. 
It is now well established that absence of the 
will to fight, absence of the sense of im- 
mediate threat, and absence of anger at the 
enemy all predispose to psychiatric disorders. 

With respect to the interrelation between 
combat and psychiatric admissions the ex- 
perience of the two wars is probably even 
more similar than the statistical material 
The theater rates for wounded 
and neuropsychiatric casualties in Fig. 1 are 
shown in both the usual form and as index 
numbers having as a base the average rate 
for the period in each case. The intimate 
relationship is evident. The incidence of 
wounding is an index of the intensity of com- 
bat, which is thus shown to determine in 
large part the incidence of neuropsychiatric 
casualties in both wars. 
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As with so many combat lessons, it was 
necessary to relearn in this war what | 
known before the United States entered t 
first World War, namely, that treatment « 
psychiatric casualties in the most forwat 
areas is more effective than in rear areas 
Psychiatrists were assigned at the divisional 
level to prevent the evacuation of excessiv: 
numbers of men and to return to immediat 
duty as many as possible. During the first 
World War 40 to 7o percent were returned 
to some type of duty in the forward areas. 
In the present war 40 to 60 percent art 
returned to full combat duty, and an addi 
tional 20 to 4o percent of the cases occurring 
in combat are returned to non-combat duty 
in the theater. 

It is not only combat which has caus 
high neuropsychiatric admission rates in thé 


NEUROPSYCHIATRIC AND WOUNDED ADMISSIONS PER THOUSAND MEN PEF 
WORLD WAR! A.E.F. AND WORLD WAREZ BY THEATER 


WORLD WAR I 
(ACF 1918) 
WORLD 
(TOTAL OVERSEAS 1904} 
CUROPEAN 


SOUTHWEST PACIFIC 


MEDITERRANEAN 
PACIFIC OCEAN AREAS 


MIDDLE EASTERN AND 
PERSIAN GULF COMMANO! 


ASIATIC THEATERS 


Fic. 2. 


present war. This is readily appreciate 

from Fig. 2 which compares admission rate 
for wounded and for neuropsychiatric pa 
tients for 1918,? and for 1944* by theater 
of operation. Only one of the present thea 
ters reports a lower rate than that of the 
A. E. F. in 1918, although none except th: 
European and Mediterranean Theaters ex 
perienced casualties on a commensurate 
scale. The Southwest Pacific Area 
trates the complexity of the problem for, 
with an intensity of combat less than half 
that of the Mediterranean Theater, the 
Southwest Pacific Area reported a higher 
neuropsychiatric admission rate during 1944 
Thus it is apparent that in overseas theaters, 
in addition to prolonged combat and deficient 
motivation, there are other factors which are 
related to a high neuropsychiatric rate. A 
considerable number of men have been over- 
seas for three years, many for two years 
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chiatric noneffectives were given certificate- 
of-disability discharges. In the present war 
a significant number receive administrative 
discharges. A comparison is made in Fig. 4 
using the categories psychosis, neurological 
disease, and other neuropsychiatric con- 
(principally psychoneurosis). In 
order to facilitate comparison with World 
War I, psychiatric components of adminis- 
trative discharges have been added to the 
1944 discharge rate for psychoneurosis and 


ditions 


other neuropsychiatric conditions. It is in 
the latter category that the greatest dif- 
ference exists between the two wars. The 


conditions grouped in this category are also 
of special interest since the incidence and 
relative effectiveness or noneffectiveness of 
personnel with these conditions is more 
directly influenced by administrative policy 
and procedure, and by morale and motiva- 
tional factors than of personnel with neuro- 
logical disease or psychosis. The 1944 dis- 
charge rate for these conditions is twice that 
for 1918. 
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PSYCHIATRY IN HANFORD'° 


WALTER A. NOEHREN, M.D 


This paper describes the problems of one 
of the more unusual civilian war time con 
munities and shows, in particular, the need Phere ere no pt! 
for adequate psychiatric care in such a com t to influence 
munity. 

In 1942, as a part of the program for the | by managem 
development of the atomic bomb, the Man tructure v mpl 
hattan district of army engineers selected the — built by the DuPo 


vast desert of the Columbia river basin 1 th the army engineers 


the eastern part of the State of Washington agel 
as the site for the production plant for plu- pl 

tonium. This was hot desert country, iso- ising, ré¢ 
lated and virtually uninhabited. Construction 
of the plant began in 1943. Plant units, tl 


now famous plutonium piles, were built in present on the proje 


dispersed locations in a 600 square mile area 
in the midst of which a construction camp nd t 


rm winds came 

mores or tra- 
lanford except 
d by the people 
he general social 
entire project was 
a under contract 
DuPont 


“line man- 
structure was ap- 
munity life, includ- 

rh 

its, medical care, 
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y personnel were 
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only to observe 


s contract properly 
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of 60,000 persons mushroomed into existence. e DuPont Company were 
This was the city of Hanford, a “rush” town evident t it of consider- 
if ever there was one. It’s served its put ble | in the type of 
pose for the 14 year construction period ntation which is a 
then was evacuated in 1945 when plant Che authoritative 
operations began, so that it is now a ghost = positions wer men who had been 
city. Operations personnel for the plant live DuPont 1 who were well 
in the village of Richland, which has bee: | Most of the 
constructed on the edge of the area some 27 peopl vever, had never 
miles from Hanford. vorke istrial concerns and 
The conditions of life in this city camp Wé&re Ul the sense of pride which is 
were well defined. Because it was so isolated, erent o1 rations. 
the city had to be self-sufficient and adequate A nest of J were an hetero- 
to keep workers interested in staying ther« ecruite 1 all corners of the 
for the duration of the job. The nearest tates at a time when the labor mar- 
other communities were Pasco, 40 miles ‘et wae tl depleted. They were 
distant, with a population of 6,000, and Ya- SOught out by recruiters who were hard 
kima, 60 miles distant, with a population of — PT&5* lL to fill quot _— people came 
Hanford developed rapidly to its full size. enough to 
Although the maximal population at any one 
time was 60,000 persons, there was consider- ad able 
able turnover of labor, in spite of efforts to he and 
; ‘ en train fare to Pasco. There was no 
prevent this, and an aggregate of 140,000 | 
persons lived in Hanford during the 14 year 
period. The large turnover was due to lal 
several factors, chief of which was the un Va 
pleasantness of the environment. Termina- e excellent workers with good employ- 
tions were most frequent after the desert ent records. They were attracted by high 


1 From the Medical Department, Hanford Engi 
neer Works, Hanford, Washington. and opportunity to 
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Many, however, were drifters who had never 
been able to hold good jobs in peace time. 
Some were escaping unpleasantness in their 
home environment, varying from simple mal- 
adjustments to the difficulties which accom- 
pany mental illness or criminal prosecution. 
Included in this group, for example, were 
many epileptics who were trying again to 
get work. 

Most of the people came long distances to 
Hanford by crowded train. They arrived 
fatigued and occasionally ill. They came then 
into a desert construction city, an environ- 
ment truly fantastic and foreign to them. 
Upon arrival, they were necessarily herded 
about and required to wait in long lines for 
the proceeding of hiring, which took a matter 
of days to accomplish. During the period of 
rapid growth of the project, more than 500 
persons arrived daily, all of whom had to 
be interviewed, provided housing and as- 
signed to work. They were given preemploy- 
ment physical examinations, but this was 
of a cursory kind and succeeded in screening 
out only a very small proportion of those who 
later proved physically or emotionally in- 
capable of the work. 

The investigation of new employees had 
to be detailed because of the security prob- 
lems of this highly secret project. Data were 
obtained by a special investigations depart- 
ment which interviewed new arrivals, and 
wrote or phoned to references for further in- 
formation. The investigations were con- 
tinued after the initial hiring, and the data 
obtained in this manner, including records 
of previous mental illness or hospitalization, 
proved to be of considerable assistance in the 
psychiatric work. 

Economic circumstances in Hanford were 
relatively uniform. Everyone was employed 
and well paid. Many of the persons from 
poor rural sections made as much money in 
a few months as they had made in their entire 
lives previously. There were a few unem- 
ployed “hangers on” who stayed in the city 
after they had been rejected or fired, and 
there were a few professional gamblers and 
prostitutes, but these were rounded up by 
patrol and made to leave the city as soon 
as discovered. 

Living conditions were uniform. There 
were simple barracks and hutments for men, 
and slightly more comfortable, but similar 


barracks for women. Two persons were as- 
signed to each barracks room and twelve to 
each hutment, usually without prior acquain- 
tance. Roommates often proved incompatible. 
Husbands and wives had to live separately if 
they lived in barracks. There was a huge 
trailer camp however, where families brought 
their own trailers. The camp contained 4000 
trailers and housed 12,000 persons at its 
maximum size. Family groups were of vary- 
ing sizes up to the one family with Io chil- 
dren, all of whom lived in one trailer. The 
workers who lived in the trailer camp were a 
more stable group than those who lived in 
barracks. 

There were separate barracks and trailer 
camps for colored people, with separate eat- 
ing and recreational facilities as well. Man- 
agement sought not to discriminate, but con- 


_ sidered it necessary to separate white and 


colored housing units in the interest of the 
job. In the hospitals, white and colored were 
treated equally and on the same wards. 

Feeding in this city was accomplished in 
eight great mess halls, the largest of which 
was capable of serving 13,000 persons at 
one meal. Food was served family style, 
with “all you can eat for 67¢.” People had 
to wait in lines to be seated. Once at the 
table, and the motion toward the table was 
a surging, the food was literally reached for 
and devoured with primitive, competitive 
haste. The food the first year was poor. 
Episodes of food poisoning were all too com- 
mon and would involve upwards of 200 per- 
sons in each instance. This manner and 
quality of eating had a detrimental effect on 
the emotional tone of the community and in- 
fluenced the labor turnover. In the course of 
time, both the serving and the quality were 
improved, with considerable benefit to the 
community. 

Minimal recreational facilities were de- 
veloped, not to provide recreation per se, but 
to stabilize labor. These facilities were very 
limited in the early months of Hanford, but 
were gradually enlarged. The first “rec’’ hall 
was constantly a crowded melee. In one 
portion of the hall, 1800 gallons of beer were 
consumed of a normal evening during a four 
hour period. To buy beer, which was served 
by the pitcher, one had to be seated, in com- 
pliance with the laws of the State of Wash- 
ington. Since there were only 1200 chairs, 


ra- 

ept 

ple 

‘ial 

vas 

act 

an- 

ap- 

ud- 

re, 

ind 

ere 

rve 

rly 

1ed. 

fere 

ler- 

> of 


202 PSYCHIATRY 


these were in great demand, and as an ev 
ning would wear on, a chair could be sold for 
from two to five dollars. Movies were at first 
shown in a tent. Later, a theatre was built 
and the tent became a church. Facilities ulti 
mately included movie theatres, pool 
billiard rooms, bowling alleys, a great audi 
torium which was dramatically construct 
in two weeks time, baseball diamonds, ten: 
courts, and artificial lake for outdoor swim 
ming. 

The goal of Hanford was well defined 
Even though the workers did not know what 
it was they were building in the desert, th: 
knew it was an important, secret war plant 
which was needed urgently. All aspects 
life in the city were subordinate to the build 
ing of the plant. All decisions, includi1 
those relative to medical care, were measur 
in terms of what was necessary to accon 
plish the all important job. Top supervisio1 
was preoccupied with the construction of th 
plant itself and could give only slight atten 
tion to the social problems of the communit 
These problems were delegated to subordi 
nates who were of varied ability and ex 
perience. 

The DuPont medical division, used to first 
aid work and industrial hygiene, had never 
previously dealt with general medical care { e1 
and had never previously considered thi 
problems of psychiatry. Furthermore, in 
spite of considerable effort to this end, m« 
cal supervision did not succeed in obtaining 
as adequate or as well trained a staff as w 
sought. In the hectic winter months of 1943 
44, there was a ratio of only one physiciai 
for each 3,000 of population at Hanford 
There was no physician with any training i 
public health, and there was no board member 
in any specialty.2, With these handicaps, 
medical care became a difficult problem. Care 


was given on a private practice basis, the lvised mothers 
physicians pocketing the fees in addition to there. Neichl 


a salary. Fortunately, the flu epidemic of happy ab 
1943 was mild in Hanford. The most serious 


2 This is to be compared with the companion 


of the Manhattan district at Oak Ridge, Tennesse rt 

where medical care was given by a carefully s communiti 
lected group of army physicians, including qualified To ret 
specialists, and including a 5 man department 

psychiatry. Cf: Clarke, Eric K. Psychiatric Rana: 

lems at Oak Ridge. Am. J. Psychiat., 102 : 437-444 eloped by t 
January 1946. ry 1944. Thi 
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centralized in a makeshift 
barracks unit neighboring the barracks which 
had beet This 
was possible more because mental cases were 
considered unde 


ric cases was 
1 adapted for contagious cases. 


sirable and unremunerative 
y members of the staff rather than because 
of any administrative plan. The temporary 
facility was inadequate, as is illustrated by 


two cases: 


ear-old single colored male la- 


borer, who was said to have often behaved strangely 
in his |} e com! ity, a small town in Louisiana, 
was recruited and sent to Hanford. No further 


btainable, and this much was by 
others of the group who had come 
with him from the same area. He was said to 
have been quiet and to himself in the four day 
j 1 is fi in Hanford, he was 
an innocent bystander to a fight, and became in- 


volved in the brawl which developed. He was ar- 

sted with the others 1 taken to jail, which was 
crowded at the time. He became terrified, and 
believed he was t lynched. He became highly 


disturbed and continued so all night, praying and 


shoutin The other prisoners in the same cell 
feared hi ind were unable to placate him. He 
was transferred to the psychiatric barracks. The 
two rooms which had been reconstructed for dis- 
turbed patients were occupied so that this man had 
to be placed in a regular room. He was disoriented 
und spoke incoherently. It was impossible to 


converse with him and difficult to examine him. 
rere were no evident physical abnormalities. Pu- 
pils were dilated, reacted to light. Reflexes were 
hours after admission he succeeded 
in breaking the lock to his door and escaped the 
uilding, evading the patrol attendants. He was 


pursued for over a mile, but was apprehended when 


desperation, to swim the 


-A 26-year-old single male 
nployed for two months on the 
patrol force, suffered a convulsive episode which 


patrolman, 
who had been et 
was followed by a post-convulsive psychotic state. 
He had a past rec rd of simil 
mitments to state institutions and, in addition, was 


an escaped criminal. He had 


I 


ir episodes with com- 


falsified his past 
record when being interviewed at the time of hiring, 
and the investigations department had just received 
the first report of his past irregularities at the time 
he became ill. He was detained in one of the re- 
Commitment was sought on the 
third hospital day, but he demanded a trial by jury, 
which was his right in the State of Washington. 
Two days later, having obtained matches somehow, 
he set fire to his mattress to distract the guard, and 
made his escape. The fire was brought under con- 
trol, but after some concern, for the building was 
highly inflammable. 


inforced rooms. 


Later, a new hospital building was con- 
structed to replace all of the temporary bar- 
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The new unit contained a 
modern, 25-bed, psychiatric ward of excel- 
lent design. It was completed by June 1944, 
ten months after the onset of the Hanford 
project. 


racks facilities. 


The work of the psychiatric service was 
severely limited by the lack of time and 
personnel. At most, the half-time of one 
physician and the full-time of one nurse 
social worker was all of the professional per- 
sonnel available, with additional regular 
nursing staff as required for hospitalized 
patients. 

Because of the simple governmental struc- 
ture of Hanford, with all phases of com- 
munity life controlled by the various de- 
partments of the same company, close co- 
operative effort between these departments 
was easily possible. In psychiatry, very help- 
ful cooperation was available with general 
medical care, with investigations, with patrol 
and with military intelligence. The investi- 
gations department referred directly to psy- 
chiatry any individuals whose past history or 
present behavior appeared remarkably ab- 
normal. Psychiatry, furthermore, was able 
to obtain from investigations considerable 
data concerning any person needing care. 
Patrol, likewise, referred persons of abnor- 
mal behavior directly to psychiatry, or asked 
opinion concerning individuals in jail whose 
behavior was unusual. A lecture on psy- 
chiatry was included in the patrol training 
course. The advantages of the coordination 
of effort of patrol and psychiatry became in- 
creasingly evident as the program evolved. 
The police problems of Hanford were of 
themselves of considerable interest. They 
were disproportionate to the size of the com- 
munity with a higher incidence of crime in 
some periods than Seattle, which has a popu- 
lation of 700,000. 

One of the most interesting aspects of the 
psychiatric work in Hanford was the fact 
that in this civilian community in which the 
conditions of life were measurable and uni- 
form, all of the citizens were under close 
scrutiny both as concerns their past records 
and their present behavior, so that one could 
reasonably measure the volume of the psy- 
chiatric problem. 

Alcoholism was one of the more difficult 
problems of concern to both patrol and psy- 
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chiatry. The nearest liquor store was in Che following data indicate the volume of 
Pasco, 40 miles away, but this did not pre work done by the ] iatric service ina 
vent the consumption of a large quantity of mple pet [hese data are for the month 
spirits in Harford, in addition to the beet f May 1944, at which time the population of 
sold in the “rec” halls. There was conside1 
able bootlegging, twenty dollars being th One hundred and sixteen cases were ad- 
standard price for a quart of liquor. Wine mitted to the hospital 1 hiatric service dur- 
was imported in some quantity. It is said nt! t] 16 hospital admis- 
that one individual even tried to establish a ns. 28 wer iven medical termination of 
still in his trailer. Patrol constantly prose ployment, and 15 were rejected for em- 
cuted this traffic in liquor and undoubtedly ployment. All of these were returned to their 
succeeded in preventing more widespread ; at rnment expense. with escort 
difficulty. where necessarv. Six patients were com- 
There were many chronic alcoholics in tted to mental institutions in the State of 
Hanford, a large number of whom came into Vashington. Of the rest, most were advised 
difficulty. Some were simply discharged to return to work (usually under closer 
from their jobs and escorted off the reset rvision or in a different and more suit- 
vation. Intoxication on the job was _ not Duri r the same period, 81 pa- 
tolerated. Drunkenness in off work periods _ tient re seen as out-patients. Of these, 3 
was tolerated when not creating a publi ere given medical termination. and © were 
nuisance. The more severe alcoholics, wl rejected r employment. Eighteen were 
became ill, had to be hospitalized and cared lvised to terminate luntarily. and the 
for. The administration was loath to hos mainder were advised to continue at work. 
pitalize cases of uncomplicated alcoholism, Phe dinenoses on hospitalized cases were 


since it was felt they could be kept overnight 
in jail and then be discharged. Hospitaliza- 


tion for as long as four days of patients with Al Go 
delirium tremens was criticized. Further- 19 
more, alcoholism, even of marked degree, ae — 
was not admitted to be a disease entity ade Psychosis, type undetermined...... 5 
quate to allow these patients to be given P I 
their return fare home. (It was a general U 8 
policy that persons incapable of work because aad we 

of disease or disability which antedated their 

employment, would be returned to their SUMMARY 

homes at government expense.) The ad- 

ministration was fully aware of the inadk L € psy hiatric experience in Hanford, 
quacy of its approach to alcoholism and Washington, a community of 60,000 persons 
sought constantly to develop logical policies. Which existed for 15 years during the con- 
In any large community this problem is dif- struction phase of a war plant situated in a 
ficult at best. It was more so ina city camp drab, isolated, desert environment, is related. 
like Hanford with its rough population, its [he need for a planned psychiatric program 
drab environment, its haste and urgency. in such a community is demonstrated. 
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MEN WITH BRAIN DAMAGE 
JOHN A. AITA, Caprain, M.C., A.U.S. 


The over-all picture of war casualties per- 
mits some segregation of anatomical-func- 
tional groups. We speak of amputees, the 
blind, the paraplegics, the plastics and head 
injury cases as groups requiring special 
care. The army neurological-neurosurgical 
center has among its main problems that of 
men with head injuries. One portion of this 
great problem concerns the treatment and re- 
habilitation of men with known and often 
severe damage of intracranial structures. 
These men with skull defects, intracranial 
foreign bodies, hemiplegias, visual loss, con- 
vulsive seizures and impairment of cognitive 
and other personality functions must remain 
under close supervision of the neurological- 
neurosurgical service for careful evaluation 
of the healing of their wounds and actual dis- 
ability, and for definitive treatment. 

This war has permitted us to study inti- 
mately large groups of young, healthy men 
with severe alteration of intracranial struc- 
tures, who, for the first time in history, will 
live and somehow adjust because neuro- 
surgical skill and control of infection now 
allow them to do so. 

Of 500 consecutive admissions of cranio- 
cerebral injury to an army general hospital, 
200 (40% ) were determined to have proven 
brain injury by surgeons’ notes and neuro- 
logical findings. Of this 200, 64 (32% ) were 
considered markedly disabled by reason of 
severe and often multiple deficits. The fol- 
lowing are examples of such cases. 


ILLUSTRATIVE CASES 


1. Twenty-four-year-old white male, severely in- 
jured in automobile accident 44 months prior to 
entry. Severe fracture of right frontal bone with 
destruction of both frontal lobes, particularly right. 
Unconscious 4 days. Displayed many decerebrate 
features for several weeks. Delirious and amnesic 
45 days. On arrival, examination revealed huge 
right frontal skull defect. Morose, immobile facies, 
anosmia and other minor neurological signs. Com- 
plained only of headaches. Quite depressed over 
plight and death of brother in this accident. Be- 
wildered, introspective and sensitive. Much cos- 
metic restoration to be done. Wechsler-Bellevue 
intelligence scale revealed definite slip from pre- 


vious attainments although mental age was still 
average adult. Marked loss of abstract thinking 
ability. EEG tracing demonstrated focus of very 
slow waves in the right frontal region. 

2. Twenty-four-year-old white male admitted 4 
months after being wounded by shell fragments in 
the right frontal region, penetrating to right occip- 
ital region. Unconscious 24 hours and_ subse- 
quently amnesic for a prolonged but undetermined 
period. On entry, chief residuals were left hemi- 
plegia and astereognosis. Appeared dull, shy and 
retiring. EEG tracing showed generalized abnor- 
mality. Wechsler-Bellevue scale revealed consider- 
able fall from previous attainment and organic type 
performance. Mental age dull normal. Rorschach 
responses classically organic. 

3. Twenty-six-year-old white male incurred in- 
jury 2 months prior to entry when heavy tank 
hatch cover fell on head. Incurred severe depressed 
fracture of the right frontal bone including roof of 
the orbit. Had no idea what happened. Uncon- 
scious 2 days. Amnesic for undetermined period. 
Destruction of the right frontal lobe and optic 
nerve. On arrival, complained of visual loss in one 
eye and polydipsia. Examination revealed destruc- 
tion of right optic and oculomotor nerves, bilateral 
anosmia, and left hyperreflexia. Naive good humor. 
Diabetes insipidus. Psychological performance 
average adult but could not be considered organic. 

4. Twenty-four-year-old white male, wounded by 
shell fragments 6 months prior to entry. Struck in 
left parietal region, penetration to right occipito- 
parietal region. Also incurred severe laceration of 
right arm and fractured humerus. Aphasia and 
visual loss evident early. Unconscious less than 
one day, denied more than a few days’ amnesia. 
Tantalum plates inserted to cover skull defect on 
three occasions to date, each time removal neces- 
sary because of infection. Recent right Jacksonian 
seizure. Neurological examination revealed slight 
aphasia residual, right hemiparesis and dyspraxia, 
left Babinski and right lower homonymous quad- 
rantanopsia. Appeared simple, dull, childlike, anx- 
ious and complaining. Psychological performances 
indicated dull normal intelligence, definite slip from 
previous attainment. EEG tracing showed only 
scattered 6 to 7 per second waves with higher volt- 
age in right temporal region. 

5. Twenty-two-year-old white male entered this 
hospital 3 months after wound by shell fragments. 
Penetration in left frontal region to at least left 
lateral ventricle. Also incurred severe frostbite 
with gangrene of several fingers. Amnesic for 6 
weeks and incontinent several months. Upon arrival 
he was severely aphasic, blind in the left eye and 
bedridden because of severe right hemiplegia. 
Actions bespoke frontal lobe deficit. EEG indi- 
cated generally disturbed, slow record with higher 
voltage in left temporo-occipital area. Psycho- 
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logical tests revealed high average to superior | 
formance. 

6. Twenty-year-old white male entered 7 months 
after wound by shell fragments which struck rig] 
occipital region, penetrating to left frontal lol 
Also incurred compound, comminuted fractur: 
right radius. Unconscious 6 days and amnesic 
weeks. In decerebrate rigidity for many days. O 
entry, severe right hemiplegia and marked 
of the left leg noted. Cortical sensory loss in 
right extremities and left homonymous hen 
anopsia. Unstable emotionally, raged easily, but at 
other times happy and vociferous. EEG traci 
showed generalized disturbance with focus in left 
occipital region. Psychological tests indicated 1 
formance at high moron level. 

7. Twenty-one-year-old white male wounded 
gunshot in right occipito-parietal region 8 montl 
prior to entry. Unconscious 7 days, amnesic 01 
month. For long time, felt he would not live. D 
veloped hernia cerebri, much local infection, neces 
sitating’ excision of right occipital lobe. Long | 
ridden, emaciated and decubitus ulcers. Exami 
tion revealed severe left hemiplegia, cortical sen- 
sory loss and left homonymous hemianopsia. E 
tremely depressed, painfully aware of situati 
petulant. EEG surprisingly revealed only moder- 
ate, generalized abnormality. Psychological invest 
gation revealed much disturbance particularly 
all performance tests that could be given. Gener 
retainment at dull normal level. 

8. Twenty-one-year-old white male wounded 
gunshot 2 months prior to entry. Struck in rig 
parietal and vertex regions. Recalls being struc! 
Became unconscious only many minutes later. Sub 
sequent amnesia of undetermined length. Hernia 
cerebri. On arrival, demonstrated triplegia and us¢ 
only of left upper extremity. Cortical sensory loss 
Incontinent. Facial expression fixed. Conversatior 
naive and anxious. Emotionally unstable. EEG ri 
vealed generalized slow waves with larger voltage 
in right occipito-parietal region. Psychological per- 
formance left no doubt as to deficiency in all tests 
which he was able to take. Dull normal intelligence 
range. 

9g. Twenty-six-year-old white male wounded by 
shell fragments 3 months prior to entry. Pene 
trated deep in left occipito-parietal region, past 
mid-brain and into right frontal region. For many 
weeks after was moribund, with clonic contractions 
of left upper extremity. On arrival, had left hemi- 
plegia with cortical sensory loss, right anosmia, 
slight residual aphasia, left homonymous hemi- 
anopsia and other obvious intellectual losses. High 
moron level. Appeared dull, shy, placid, slept ex 
cessively. 

10. Thirty-year-old white male wounded by she 
fragments 3 months prior to entry. Penetration left 
occipito-parietal region, to the left lateral ventricle 
Recovery complicated by infection. On arrival, ex- 
amination revealed a right homonymous hemianop- 
sia, multiple agnosic-apraxic disturbances and right 
hemiparesis. Dull, placid, contented. EEG tracing 
revealed generalized abnormality, more marked on 
the right. Psychological evaluation, high moron 
level. 


11 


DAMAGI [ Sept. 
Seeing such cases arrive at our hospital 
ifter day, 2 to 6 months after injury, we 
truck by two things: First, by what 
( | can take and recover from; 
that there is more here than a mere 
t of net 5 hways to be clinic- 

15} ] ] 


beled “posttraumatic encephalopathy.” 


dan re or any severity results 
major disorganization of personality. 
Overwhelming liabilities and deficits become 


anifest. Agnosic-apraxic disturbances may 


g ; or subtle. There is often a gen- 

lapse t 11 ey llike level of think- 

ligher social sensitivities and respon- 

lities diminisl nterest and planning are 

ent. M control mes unstable or 

ic. Reb Ss Or passive acceptance 

invalidism may appear. There may be a 

general intellectual slump or more specific 

tellectual abilities may be outstandingly de- 

cient, such as the ability to handle abstract 
cepts [ ) 


that men with 
de scribed do not 


even severe bra 
tet te t ntellectual level of 

ns, imbe ements.” We saw 

ly 3 patients (among 64) whose general 
ellects w so impaired that they might 
imatel uardianship. Many men 

1 slumped, broadly speaking, to just an 

ve or dull normal level of general in- 
tellectual perfot Those with previous 
good attainment suffered less, however, as 
they apparently had a greater margin of 
fety or “further to fall.” It was common 


to find that a particularly dull individual had 


y, we came to 
look more for losses of specialized intellectual 


Among men with brain injury, 


functions than for wholesale devastation. 
Unless this scrutiny were undertaken, many 
would give the impression of little distur- 
bance in general intellectual function. 


Psychological tests(2) of intellectual com- 
ability to analyze and 
unable to 
hange their method of attack on problems or 
to shift their attitudes or concepts. Memory 


tient are 
iS alt 


defects are manifest for concurrent or new 
They show a lack of anticipation, 
They are 
unable to deal comprehensively with vari- 
ables, more than one aspect or dual relation- 


situations 


organization or planning ability. 
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ships. It is difficult for them to handle new 
problems, especially those not depending on 
old information and habits. Attention and 
concentration are impaired though these 
may be related to anxiety. Their thinking 
often shows evidences of helpless repetitious- 
stereotypy or actual perseveration. 
They try doggedly, often recognizing their 
inadequacy, but are helpless to change their 
attack. They proceed with much uncertainty. 
They are often easily distractible. Insight is 
sometimes painfully existent. Reactions of 
anxiety, hypochondriasis, depression, and 
occasionally even hysteria are evident among 
this group. 


ness, 


However these many liabilities do not re- 
main rigidly set or go unbalanced. Just being 
alive, just living in a ward will serve to 
change things. In each case, a dynamic re- 
action takes place which is unique and in- 
dividual. 

The reaction of the total personality to 
cerebral deficit depends upon several insepar- 
able variables. On the one hand, there exists 
the trauma and alteration produced by it; on 
the other hand, the personality who experi- 
ences these things. It is reasonable to believe 
that there are no two human brains quite 
alike. The life experiences, conditioned re- 
flexes and delayed reflexes of each person 
have made his own brain unique and, if any- 
thing, unpredictable. A great deal depends 
upon what was in that brain that was in- 
jured. There are beaten paths, conditioned 
reflexes, associative pathways and experi- 
ences that are the sole property of the indi- 
vidual involved. Many symptoms or per- 
sonality difficulties appear merely as expres- 
sions of a struggle of the altered personality 
to cope with defects and demands it can no 
longer meet. As Goldstein(1) previously 
pointed out, adaptation depends on the 
severity of the handicaps and the degree of 
readjustment possible. Indeed if the defect is 
severe (for instance, the patient is blind), 
ultimate expectations are less, and usually the 
patient manages well. He seems to compen- 
sate easily and loses realization of his defect. 
However, if part functions remain, if he is 
only mildly hemiparetic or partially deaf, the 
ultimate adaptation may be more difficult. 
It may be easier for the totally hemiplegic to 
adjust to his total loss once and for all than 


for the partial hemiparetic to make an “‘on the 
fence” adjustment] 

Once these patients were settled in the 
ward, and the routine going, they were easy 
to manage. Their dogged perseverance and 
seriousness of purpose soon manifested itself. 
There were few disciplinary problems among 
this group, in contrast to other groups of 
wounded patients in the hospital. Minimal 
complaint was expressed of paralysis, hemi- 
anopsia or aphasia. | In some men, excessive 
orderliness became an apparent manifestation 
of their concrete attitudes. | 

The frequent admission of men with brain 
injury soon brought about the realization 
that something more was in order than 
routine neurological evaluation, neurosur- 
gical considerations, occasional psychological 
testing and routine assignment to physio- 
therapy and occupational therapy. As we 
saw increasing numbers of these patients, we 
felt that many of them could be steered from 
institutional care. However, this would re- 
quire planned assistance for these men to 
readjust with wounded brains and personali- 
ties. It was our impression that all of these 
men, and not just the aphasic, required spe- 
cial care and effort. 

It was soon apparent that a more concerted 
program would assist greatly in determining 
and understanding the true state of dis- 
ability in many men, including those less se- 
verely disabled. The bare necessities of a 
history, neurological examination, EEG trac- 
ing and pneumoencephalography often pre- 
sented a mechanistic summation which left 
much to be desired. Thus the program to be 
described became valuable as a means of 
evaluation of the man and his disability. It 
was useful for those who had to remain hos- 
pitalized for a long time just for physiother- 
apy, insertion of tantalum plates and obser- 
vation. It proved of great value among men 
who wanted to know if they could proceed 
with advanced education despite brain injury. 

Over a period of several months, the fol- 
lowing program of evaluation and therapy 
was developed for men impaired because of 
brain injury. No portion of this program is 
new or unique. It represents only an inte- 
grated and enthusiastic approach to restore 
the experience of usefulness, social accept- 
ance and happiness in any individual long ill 
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and struggling with a residual disturbance 
important function. Such a program could 
be used for any group of patients hospitalizé 
for prolonged care (orthopedics, cardia 
tubercular, paraplegic, blind, psychotic, et« 


Basic EVALUATION 


With the admission of each new patient, 
wé set about to find out what had happen¢ 
to this man and what was the existing pa 
thology. Many answers were supplied by 
careful neurological history taking and ex 
amination. Field medical records were scru 
tinized for details of how the man was 
wounded, the extent of damage found, tl 
surgeons’ notes and previous examinations 
How helpful it was when neurosurgical 
teams indicated even on crude anatomical 
drawings where the lesion was and how ex 
tensive it was. The patient, too, was plied 
for historical data. Where was he when he 
was wounded? What had he been doing? 
What does he recall of being struck? When 
did first islands of memory appear? W1 
did amnesia clear up entirely? What symp- 
toms persist? After his chief complaints 
were described, we found it well to go over 
a neurological and psychiatric inventory to 
be sure nothing was forgotten. 
medical and certain orthopedic symptoms 
were also sought. Skull x-rays were « 
amined and when available, the initial films 
following injury were rechecked. Elec- 
troencephalographic tracings were obtained. 
Where indicated, spinal fluid examinations 
and pneumoencephalography were per 
formed. Injuries elswhere, which may have 
been overlooked, were always kept in mind, 
particularly those to the cervical spine. The 
possibility of intracranial infection and 
hematoma posed themselves for considera- 
tion in many cases and had to be ruled 
out. Close cooperation with the neurosur- 
geon in problems of poorly healed wounds, 
skull defects, depressed fractures, foreign 
bodies, infection, suspected bleeding and de 
cubitus ulcers was maintained. 


General 


\CAREFUL PsYCHOLOGICAL TESTING 


This was directed toward obtaining infor- 
mation regarding the adjustment of the indi- 
vidual to his loss. We strived to obtain some 


AIN DAMAGI [ Sept. 
of intellectual func- 
ning. Many cognitive impairments could 
ested. These included agnosic-apraxic 
ances, Gestalt perception, the ability 
to handle abstract concepts, recent memory 
simplest measure 
it could be accomplished in each case was 
mplete standard intelli- 
e test such as the Wechsler-Bellevue 


et a i he 


ile(3). At times we found it helpful to 
btain base lines of simple, practical reading, 
riting, spelling and arithmetic ability by use 


tf standard grammar school achievement 


tests(4). Once base lines were established, 
the patient’s present state of deficit could be 
prehended and progress measured from 
point. The Rorschach tests(2) gave 
\ ble information concerning special intel- 
lectual deficits as well as other personality 


in operation. Some patients even- 


took vocational interest and aptitude 
tests to assist in re-education 
Psyc} [A NTATION 
[his is directed toward knowing and 
derstanding the patient who had the in- 
ury. Such orientation was fundamental in 
idling men with brain injury. Personality 
traits, attitudes and conflicts were important 
to recognize early as the individual strived to 


readjust with a wounded brain. Who was 


this person before he was hurt? What were 
his military experiences? In what setting 
was he injured? What were his present 


orries and concepts about himself? Were 
there other situational problems, especially at 
home? What formulations had been given 
him so far? What were his outlook and ten- 
tative plans? Who was this person now, ad- 
justing to these pertinent experiences and 
Often the person- 
ality and individual brain involved were more 
potent factors affecting recovery than the 


intracranial alterations? 


lesion or its extent. 

Social service investigation assisted greatly 
in these matters. Through this we learned 
much of the patient’s previous assets or lia- 
bilities, and whether there had been a person- 
ality change now evident to others. We 
learned also to what kind of home situation 
he would return, and what plans his family 
had in mind. Were there local resources and 
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assets in the community which might con- 
tinue his rehabilitation ? 


SPECIAL RECONDITIONING AND 
RE-EDUCATIONAL PROGRAM 


Instead of endeavoring to fit these men 
into the general hospital reconditioning and 
re-educational program, we found it best to 
put the group under the supervision of one 
man who in turn was supervised by the medi- 
cal officer. Best qualified for this work was a 
man who had teaching experience as well as 
some training in psychology. He had to be 
sensitive to personality concepts, limitations, 
interests and attitudes of each patient. He 
functioned as the master co-ordinator of such 
things as occupational therapy, physiother- 
apy, educational movies, exercises, swimming 
and various instruction. He saw to it that 
each patient attended on schedule. As an 
instructor, he taught certain subjects, and 
assigned patients to other instructors in the 
hospital for more specialized subjects (typ- 
ing, piano, Spanish, woodwork, radio, refrig- 
eration, etc.). This man assisted the medi- 
cal officer greatly in collecting information 
about each patient and his progress. The 
subjects taught and goals were practical and 
not academic. We tried to fit them to each. 
patient and his likely vocational choices. 
Often they concerned just the fundamentals 
of reading, writing, spelling and arithmetic. 
This approach aided materially in an ac- 
quaintance with a patient which otherwise 
would have depended only on psychological 
test scores. 


THE EMPLOYMENT SPECIALIST 


Every army hospital has an office headed 
by the separation-classification officer who 
assists patients in plans for vocation or 
education. We found the more concerted in- 
terest and co-operation of this office valuable. 
Patients were turned over to this officer as 
soon as they appeared sufficiently rehabili- 
tated and when their discharge appeared im- 
minent within the next month or two. Non- 
confidential information obtained by medical 
examinations, psychological tests, social ser- 
vice investigation, and instruction of the pa- 
tient were efficiently funneled to this officer. 
He in turn furnished the medical officer with 


practical advice concerning specific voca- 
tional and educational possibilities for which 
the patient might be suited. Patients were 
consistently interested in the practical details 
concerning employment possibility, job clas- 
sification, further education, and the like. 
They enjoyed batteries of tests designed to 
indicate skills, aptitudes and interests. 


FORMULATION AND EXPLANATION 
TO THE PATIENT 


These men want to know how they have 
been injured and what it will mean. Often 
they have obtained many misconceptions and 
hearsay which they may not spontaneously 
bring out. It is well to know what these are, 
and to ventilate them. Some feel that head 
injury leads to insanity or brain tumor. 
Many have already heard that convulsions 
(or “‘black-outs” as they often refer to them) 
may follow injury such as theirs. To many 
patients, this possibility must be frankly 
acknowledged, and explanation given as to 
why these occur. These men can be told that 
they occur only (as late and persistent prob- 
lems) in a relatively small percentage of men 
with injuries such as theirs ; usually this phe- 
nomenon recurs infrequently, it is only epi- 
sodic and transient with full recovery; it is 
usually no indication of impending insanity, 
deterioration or further paralysis. Optimism 
is necessary, and nothing must be done to 
bring about apprehension and preoccupation 
of things that might happen. These patients 
can be told that, if spells of unconsciousness 
do occur, there are definite things to be done 
about them in the way of medicine and sur- 
gery. They must know that the medical pro- 
fession is learning more about the manage- 
ment of these phenomena as investigation 
proceeds. In general, we find the formula- 
tions given by Putnam in his excellent book 
(5) valuable. We see absolutely no excuse 
for referring to these occurrences as “epi- 
lepsy.” Seizures produced by intracranial 
scars are not indications for invalidism or ad- 
vice to take it easy and not work. Healthy 
adjustment to an infrequent, recurrent, brief 
lapse of consciousness comprises an import- 
ant portion of the therapy in these men. 

These men know also about pneumoen- 
cephalography (the “air test,” as they refer 
to it). They fear it. In this procedure are 
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bound all the folklore and superstition of the 
spinal puncture, plus the additional trauma 
of “draining the brain dry” of an important 
fluid, and then “blowing air into it.” 
early as possible after admission, the patient 
should be told that likely he will not nee 
this procedure, and it can be dismissed thus 
Where it is needed, this should be announce 
within 24 hours of its accomplishment a1 
carefully explained in a manner to allay 
anxiety and misconception. 

Headaches, dizziness and anxiety symp 
toms should be explained physiologically and 
psychologically to these men. Their imp 
tance as indicators of severe brain damage « 
poor prognosis should be deflated. 

An intelligent patient will sometimes 
quire, “Why should I struggle to rehabili 
tate myself, if it will only cut down on m 
pension?’ We have reason to believe that 
those seriously impaired will not have pen 
sion readjustments to worry about, regard 
less of how well they are employed in the 
future. To the others, we must frankly staté 
that they will soon come to know that a pen- 
sion is not everything in life; that as young, 
aggressive individuals they will find it far 
more enjoyable working for $120 a month 
than whiling away time on a pension of $80 a 
month. It can be pointed out that matur 
individuals prefer opportunity rather than 
dependence upon government checks. 

$y work and action these patients must 
learn that they are expected to be able to 
do certain things. Morbid fears, pessimism, 
hypochondriasis, passive resignation to inva 
lidism or abnormal behavior must not stem 
from the experience of having been injured 
in the head. There is usually little need for 
the patient to know about EEG tracings or 
pneumoencephalographic findings. These 
usually represent lurid details which he 1 
not equipped to judge or understand. 


THE PATIENT’sS RELATIVES 


Wives, parents and others are likewise 
concerned about the nature of the injury and 
what it means. The attitudes of families can 
devastate or richly nourish efforts directing 
the patient’s recovery and future. These in 
dividuals are as much in need of formulations 
expressed above as are the patients. When 
the family could not come to the hospital, we 
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it, he was assigned to a part-time or full-time 
job on the post. Previous arrangements were 
made with various departments by the man 
in charge of reconditioning. Many types of 
work were available, sedentary and ambula- 
tory, in the library, baggage room, steno- 
graphic pool, admitting offices, etc. Each 
job was selected with the man’s limitations 
and needs in mind. It was carefully ex- 
plained to him why this was done, 7. e., not 
as a stall in his discharge, but as a final test 
to ascertain whether he would continue to 
need a lot of doctoring, how his strength and 
stability were, and if he would continue free 
of distress under more normal conditions. 
This was a trial period. Special pass privi- 
leges were arranged for men who worked on 
the post in this manner or other privileges 
could be awarded occasionally. 


CASE CONFERENCE 


Once a week, an hour’s conference was 
held with the man in charge of re-education 
and reconditioning, the social service worker, 
the occupational therapist, the physiothera- 
pist, ward nurse, psychologist and separa- 
tion-classification Here individual 
case problems of rehabilitation, progress and 
future plans were discussed. The medical 
officer learned what everyone was accom- 
plishing and what progress was being made. 
He then directly advised, instructed and co- 
ordinated all of these efforts. 


officer. 


FoLLow THROUGH 


The rehabilitation of these patients must 
not stop the day they leave the hospital. 
There is a need to carry therapy and rehabili- 
tation over into civilian life. This man’s 
family, his family doctor, local and state 
agencies, Veterans’ Administration, and in- 
dustry must know this. We have found that 
nothing can take the place of a wise, under- 
standing family. A job, however simple, if 
it does not tax the patient’s remaining assets, 
is exceedingly valuable especially after a 
period of readjustment as a civilian after 
discharge. 

It is important for the family doctor to 
continue with a careful understanding of the 
personality involved, stressing good adjust- 
ment to a handicap and avoiding concepts of 


invalidism. It should be recognized by physi- 
cian and patient alike that the brain (like 
other vital systems) provides a margin of 
safety whereby alteration of some portions 
may effect little functioning deficiency. It is 
unwarranted to assume that brain damage 
must equal disability gram for gram or per- 
cent for percent. Adjustment of the individ- 
ual suffers when evaluation and therapy are 
based only on EEG abnormalities, pneumo- 
encephalograms or reflex changes. 


CoNCLUSION 


Merely doing fundamental neurological 
evaluation and giving neurosurgical consid- 
eration, then assigning patients to physio- 
therapy and reconditioning do not effect 
understanding or sufficient therapy for men 
with brain damage. Groping for reintegra- 
tion, these wounded personalities must be 
considered as a special group needing stimu- 
lation and direction. They and those who 
work with them must be given healthy, rea- 
sonably optimistic conceptions and plans. 
Feelings of hope, usefulness and of being 
restored to the community as respected adults 
must be instilled. 

Old concepts of organic dementia and de- 
terioration are not strictly applicable to these 
men, even those most severely injured. They 
are young, and their brains are healthy. We 
are struck by an inherent force of restitu- 
tion, stabilization and improvement, but we 
have found that it needs stimulation and 
direction. The deficits of these men need not 
as yet be regarded as permanent, static, 
and least of all progressive. Many possibili- 
ties exist for re-education, restoration and 
healthy adjustment. Although oversimplified 
and unproven, the theory that there is a re- 
serve of cerebral neurons which can be re- 
educated is a helpful concept. The human 
personality is versatile in its ability to adjust 
with losses and to losses. 

We have felt that our efforts were amply 
rewarded by the progress these men made. 
Physical strength and agility reappeared as 
did handwriting, reading, spelling, mood 
stability, poise and self-confidence. The tri- 
plegic walked with a cane; the hemiplegic 
drove his father’s tractor. They felt useful 
again and could plan now for the next 25 to 
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50 years. They had an understanding about 
themselves that was wholesome. 

Of 64 severely injured patients (as de 
scribed), only 4 had to be institutionalized, 
3 for severe physical helplessness (triplegias, 
extensive cerebellar damage) and 1 for i 
tellectual deficiency. The remaining 60 wer 
discharged, ambulatory and confident, di- 
rectly to their homes. 

We do not intend to be carried away by 
optimism, for we shall never rehabilitate most 
of these men to where they will be entirely 
self-sufficient, steadily employed, or “as good 
a man as before.” However, we saw no pa 
tient for whom immediate, simple relegatio: 
to institutional care was necessary. We saw 
no case in which such a pessimistic disposi 
tion was warranted. We saw no man fot 
whom a great deal could not be done in the 
way of active restoration and rehabilitation 
Such viewpoint, however, has necessitate 
vigor and healthy optimism directed toward 
understanding these men as individuals and 
individuals adjusting to certain losses and 
experiences. It has necessitated 
them busy socially, mentally and physically 
It has necessitated steering clear of, and 
fighting, invalidism, apathy, stagnation and 
neurotic adjustments to a handicap, condi 
tions to which men with head injuries are 
very susceptible. 

We have learned that it means little to save 
a life, to cover a skull defect, and to give a 
man veterans’ compensation if the adjust- 
ment and reintegration of that individual are 
neglected. The job is only half done if he 
is merely diagnosed and labeled, routinely 
assigned to this or that program, sent t 
physiotherapy and occupational therapy in 
isolated fashion, and then disposed of as a 
pathetic product of war to his home or to 
drab institutional care. The wounds are 
fresh and the patient young. We must deal 
with both now and not 2 or 5 years hence. 
Let us again seriously consider what con- 
stitutes maximum benefit of medical care in 
these cases. 


keeping 
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JAPANESE MILITARY PSYCHIATRY IN KOREA 


MILTON MILES BI 


These impressions and statements c 
cerning Japanese military psychiatry 
based on an interview with Dr. Kkij 
Kawaguchi, a thirty-three year old lieuten 
ant in the Japanese medical corps who 
born in ill-fated, atom-bombed Hiroshi: 
and lived in Korea for twenty-five y 
After graduation from Keijo (Seoul) 
perial Medical School in 1937 he trained 
the neuropsychiatric section of the Unive 
sity Hospital for five years. He receiv: 
psychoanalytic training. He then establis] 
his own private mental hospital for si 
months until called into the Japanese Arm 


in 1942. Following custom he served as an 


ordinary soldier equivalent to our Americat 
private for eleven months, receiving a basi 
army indoctrination before he could begi: 
practicing as a neuropsychiatrist. 

The Keijo Military Hospital had a max 
mum capacity of 1500 beds. At the tim: 
this interview in September, 1945 the p 


tients numbered 1100. Soldier patients from 
the entire vast north and central China 


fighting fronts, and Korea itself, strean 
to the hospital for definitive treatment. 
writer's assignment to evacuate all Japan¢ 
patients and hospital personnel to Jap 
enabled him to gather the information 
this article. 


JNEUROPSYCHIATRIC SECTION 

When the hospital closed there were onl 
22 patients in the neuropsychiatric secti 
The normal capacity was 50 beds and 
maximum of 120 mentally ill could be cars 
for adequately. 

The physical components of this depart 
ment would be judged inadequate by Amer 
ican standards. Small, barred windows wer: 
set high in the wall of a fourteen by twenty 


two foot room housing 8 patients. The others 


cramped into tiny quarters. Filthy stray 


mattresses were closely packed side by side 
around the room, leaving only a small space 
in the center of the room. The rest of the 
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Fic. 1.—Electric shock machine used by Japanese and Korean psychiatrists. 
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wood handle and attached to a conducting 
wire in the center of the handle (Fig. 1). 
This in turn connects with a wire extending 
outlet. 
through 


to the nearest electric 


current 


Alternating 
outlets in 
Keijo is estimated to be 100 volts, 300 to 


carried these 


500-mille amperes, and the duration of each 
treatment is timed with a stop-watch or by 


the operator counting for two or three 
seconds. A mouth gag was used during 
treatment. The tonic, clonic and dyspnoeic 

ises of grand mal seizures customarily 


electric shock treatment were 


Complications: The informant stated that 
in spite of the apparent crudeness of this 


there had been only two known 


machine 
| 


hese, not his own patients, 


leaths in Korea. 
occurred in 1942 after post-shock status 
epilepticus. He personally knew of 2 cases 
episodes recurred at 
six to twelve months after 


completion of a course of electri 


monthly periods 
shock ther- 
and then, just as spontaneously, ceased. 
stated that only 2 of his patients had 
dislocated jaws during treatment and none 
had fractures. Routine pre- and post-shock 
rays were not taken. 


In only 1% 
of cases was artificial respiration necessary. 

Results: Hysterias were given petit mal 
seizures when possible by reducing the time 
of the treatment and all other types of pa- 
tients were given grand mal convulsions. 
Schizophrenics are usually given ten to sixty 
treatments. He claimed a complete recovery 
f 2: and 
stated that up to 60-70% showed complete 
or incomplete remissions. Manic-depressives 
and 
70% of depressives recovered 


rate in dementia precox of 25 to 30° 


are given three to fifteen treatments 


50% recover ; 
completely. 
are treated 
before starting fever therapy with malaria 


Excited dementia paralyticas 
with five to ten electric shocks 
or typhoid vaccine. 

2. Insulin shock therapy: No insulin had 
I94I it was unob- 

preferred electric shock, 
this loss was not felt too keenly. 

3. Metrazol shock therapy: Its use was 
discontinued five years ago because it too 


been used since because 


tainable. As he 


was considered inferior to electro-therapy. 

4. Narco-therapy: Although he did not 
use sleep or narco-therapy here in Keijo, he 
knew of its use in Japan. The drug, sul- 


fonal was used there to produce sleep for 
five- to seven-day periods. Narco synthesis, 
as used by the United States Army Medical 
Corps, was new to him. 

5. Hypnosis: This psychiatrist had no 
personal experience with classical hypnosis 
and stated it was seldom used in the 
Japanese Army. 

6. Hydrotherapy: This well-proved meth- 
od was rarely used because of the expense 
in making hot water, and because the num- 
ber of personnel required was too great to 
make it worth while. 

7. Epileptics were treated with luminal 


er. 4 two to three times daily. 


RESULTS 


Of all the neuropsychiatric patients ad- 
mitted to this hospital approximately 80% 
recovered, 15% experienced an incomplete 
remission and 5% showed no improvement. 
Those who required more treatment or pro- 
longed hospitalization were evacuated to 
Japan. 


CoM MENTS 


Although this appraisal of Japanese mili- 
tary psychiatry in Korea is not a complete 
one, it affords us some definite information 
on the subject. We can thus compare Amer- 
ican and Japanese psychiatric practice and 
concepts. 

It is of interest to learn that Japanese 
neuropsychiatrists have had to serve almost 
one year as privates before being commis- 
sioned as medical officers and allowed to 
resume their professional vocation, The 
cramped quarters and lack of occupational 
and recreational therapy show that the 
Japanese have not been greatly impressed 
by reports indicating the successful use of 
those therapeutic adjuncts. The absence of 
paranoids in a group of 6 schizophrenics 
may allow one to reflect that the individual 
Japanese may have rarely known the pro- 
jective mechanisms involved in the devel- 
opment of this psychiatric entity. The ab- 
sence of forms of psychoneuroses other than 
hysteria may have some significance. 

The use of electric shock three times daily 
is a rather startling concept. Histologic 
studies of the cerebral cortex in these human 
subjects might shed interesting new light 
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on the pathological changes induced by this That the economic factor was an impor- 
treatment. The occurrence in 2 patients of | tant one in deciding treatment was indicated 
convulsive disorders six to twelve months by the reasons given for not using hydro- 
after completion of a course of electric therapy 


therapy may be directly attributable to the It is of interest to note that in spite of 
high rate of daily treatments. This would other differences, statistically, the general 
be considered an unusually rare occurrence erall results of treatment seem to be 
in non-epileptic patients treated two to three similar to those seen in United States army 


times per week. hospitals. 
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PREFRONTAL LOBOTOMY 


A PRELIMINARY APPRAISAL OF THE BEHAVIORAL RESULTs* 


WARD C. HALSTEAD, Pu. D.,2 HUGH T. CARMICHAEL, M.D.,® anp 
PAUL C. BUCY, M.D: 


Prefrontal lobotomy for relief of some 
forms of psychopathy has passed its first 
decade. In 1935 Egas Moniz, a Portuguese 
neurologist, and Almeida Lima, a surgeon, 
working in cooperation with Sobral Cid, a 
psychiatrist, undertook the treatment of psy- 
chotic patients by surgical interruption of 
the frontal association pathways in the brain. 
They performed their first operation on 
November 12, 1935. The favorable result, 
with confirmation, was reported immediately 
in several brief communications(77, 78, 81). 
A monograph by Moniz, describing the 
results of this operation in 20 cases, ap- 
appeared in June of 1936(79). This mon- 
ograph attracted the attention of Freeman 
and Watts(25), who performed the first 
prefrontal lobotomy in this country about 
three months later on September 14, 1936. 
Following their favorable report, the method 
was soon taken up by others. It is probable 
that nearly 1,000 such operations, with vari- 
ations, have been performed in this country 
during the past decade. More than one hun- 
dred references to leucotomy or lobotomy, 
as the operation is now known, are to be 
found in the literature (see bibliography). 

General Results Reported for Prefrontal 
Lobotomy.—In a monograph on the subject 
published in 1942, Freeman and Watts(33) 
summarized their general results for a group 
of 80 cases, comprised of various types, as 
follows : 


In our opinion, 63% of the cases have resulted 
satisfactorily, while in only 14% of the survivors 
can the results be considered bad, either from the 
standpoint of a return or persistence of symptoms 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Illinois, May 
27-30, 1940. 

2From the Division of Psychiatry, Department 
of Medicine, The University of Chicago. 

3 From the Departments of Psychiatry and Neu- 
rology respectively, University of Illinois College 
of Medicine and The Illinois Neuropsychiatric 
Institute. 


or from the standpoint of antisocial behavior that 
makes the individual a difficult problem in his 
environment (p. 287). 


Ziegler(114), in 1943, surveyed the re- 
sults to date for 618 lobotomies from one 
Canadian and from 17 American centers. 
The results of this survey, without reference 
to the preoperative psychopathy, are shown 
in Table I. 


TABLE I 


GENERAL RESULTS OF PREFRONTAL 
Losotomy (N = 618) 


Data Taken From Zeigler (114) 


Per- 
Cases centage 
Clinical Status 
Markedly improved ............ 194 31.4 
Slightly 109 17.6 
Death Coperative) 12 1.9 
Death (subsequent to operation 
including 2 by suicide)........ 18 2.9 
Occupational Status 
Working part or full-time....... 251 42.7 
Discharged but unable to work.. 60 10.2 


Examination of these reported results, 
essentially as classified by Ziegler, reveals 
an outlook no less optimistic than that of 
Freeman and Watts. Thus, 66.2% of the 
cases are reported as showing marked im- 
provement to social recovery; 83.8% slight 
or better improvement; 10% unchanged; 
still less favorable results, 6.2%. Unfortu- 
nately, aside from their vaiue as vital statis- 
tics, it is impossible to assess the validity 
of these findings. At no point have there 
been other than superficial attempts made 
to standardize the criteria for the pre-opera- 
tive and post-operative clinical status of 
the patients. Not a single patient has been 
adequately studied. For a moral and social 
responsibility to do this, there has been 
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substituted a phenomenal array of case st t their patients were 
tistics. Unfortunately, the pyramiding of in spit t t that the 
knowns is scarcely a pathway to knowled ired I. O’s. we thin normal limits, 
This is no less true in those few instances technical 1 ! t inical para- 
where clinical opinion has been supplemented that 1 ) ial abilities 
by psychometric devices (cf. 33, 51, 52, 57, lual. In 1 r situations pre- 
59, 88, 97, 100). In no instance has the ps) tl ric test, these abili- 
chological test or battery of tests empl ifficiently to 
ever been shown to be sensitive for frontal lex the adaptive 
lobe functions. In several instances just thi pacities the 1 |. This phenom- 
opposite has been true. We may use a pa nis ¢ lv t ted in the perform- 
ticular test as an illustration. Many ot rl nd ls under biological 
tests emploved are either standardized t vents as drugs, 
terms of it or are highly correlated with 11 titude anox n concussion (the 
For the Stanford-Binet test, widel 
as a measure of psychometric intelliges ti | tor t matter the whole 
the range of post-operative I. Q.’s for u ot | It the need for a 
lateral and bilateral frontal lobectomies 1 ne ! tell e more closely re 
ported in the literature is from 54 t ted to 1 ly observed capacities of 
with a mean value of 108. For cases « ind ral adaptive beha- 
amined pre-operatively as well, an averagé md ra pt understand- 
drop of one point in I. Q. has been fou n biol | tert in briet, a concept 
post-operatively, the range being from a | eral decades 
of 14 points to a gain of II points. Sit cept which 
bilateral (and possibly even unilater tel igned to it the 
frontal lobectomy represents more extensi rious spheres of the 
ablation of brain tissue than lobotomy, i idual and lil | it to “a man on horse- 
would appear unlikely that a test known t back,” wl ntrols the superior energies 
be insensitive to the former would prove t 
be sensitive to the latter. It might be c trolling ego or intel- 
mented in this regard that a physicist wh igenc most recently been explicitly 
purported to measure micro-volts wit h by Alexan- 
volt-meter would scarcely be taken serious! and | Chey state: 
s represents 
PRESENT INVESTIGATION ng its function. 
t tore this 
Biological Intelligence.—Is there a kind to 1 by | ns (2, p. viii). 
of intelligence that is of fundamental impor 5 desionate the 
tance to the organism but which is different ee eee psychotherapy, 
metric tests? Commonplace clinical exp of With the target 


rience, as well as other lines of eviden 


ited perhaps is not surpris- 
suggests that there is. Clinicians are gene! 


in recovery 


ally familiar with the discrepancy comm Ds\ herap\ ve remained obscure. 
encountered where the measured |. Q. of a Can ticlogica! intellicence. thi ego func- 
patient may be high yet his usable intel tions of the individu be measured bv ob- 
ligence, 7. e., his capacity for adaptive beha fective meat iswer, f rtunately, 1S 
vior, may be disproportionately low(44) n affirmat one er the past several 
Ackerly (1), and soon after him Brickner(7), irs, one of us (W.C.H.) has developed an 
were among the first to report examples of jective scale for this purpose 

this in patients with extensive bilateral | lm pain t Ind By detailed study of 
sions of the frontal lobes. Both of these carefully selected patients with circumscribed 
men were reluctant to conclude that the _ brain lesions, it has been possible to develop 
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a battery of quantitative indicators which is 
differentiating from 
normal individuals. One of the ten different 
indicators in this battery which may serve 
here as an example, consists of a category 
or grouping test(43, 44). In this test the 
subject is required to grasp or comprehend 
similarities or 


useful in such cases 


differences in cate- 
gories of test figures, presented in a multiple- 


choice situation by means of a special pro- 
jection apparatus. The instructions for this 


essential 


test are simple and the scoring is completely 
objective. The nine other tests are similarly 
objective. Each has similarly been found to 
differentiate brain injured patients. Accord- 
ingly, these ten indicators have been made 
the basis for an impairment index of biologi- 
cal intelligence as altered by impairment of 
brain functions. The scale for the impair- 
ment index ranges from 0.0 to 1.0. It may 
be thought of as a statement of probabilities 
out of ten chances (tests) that the individual 
in question has performed like patients with 
known brain damage. Thus, an impairment 


index ot 
that on the tests were his scores 
compatible with brain impairment. On the 
other hand, an index of I.0 made by an 
individual means that scores on all ten tests 
were similar to those made by patients with 
known brain injury. On this scale, Dr. 
Ackerly’s well-known bilateral frontal lobe 


0.0 for a normal individual, means 


none of 


case was found to have an impairment index 
of 0.9, or near maximal impairment of bio- 
logical intelligence, in contrast with her I. QO. 
which falls within the limits of the average 
normal(1). The scale has proved to be use- 
ful in localizing tumors in the frontal lobes 
of the brain when the electroencephalogram, 

It has 
proved to be reliable in differentiating uni- 


for example, has proved ineffective. 


lateral and bilateral frontal lobectomies from 
surgical lesions in other parts of the brain 
and from normal control individuals. That 
it performs this task is demonstrated by an 
exhibit shown at this meeting (W.C.H.) and 
in publications which are in press(45, 46). 
The relative sensitivity of the impairment 
index for frontal lobe injury is indicated by 
the fact that the average impairment index 
for unilateral and_ bilateral lobec- 
tomies is about six times that for the normal 
control and three times that 


frontal 


group about 
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for non-frontal lobectomies. On a scale 
of 0.0 to 1.0, the control group and the 
frontal lobectomies are separated perfectly 
by an impairment index value of 0.5. No 
frontal lobectomy has an index less than 0.5. 
With a scale calibrated for frontal lobe 
damage available, and in view of the growing 
significance of the problem, it seemed desir- 
able to apply the scale in assessing the neuro- 
psychological effects of frontal lobotomy. 
Accordingly, in this preliminary investiga- 
tion, this scale, along with a larger battery 
of behavioral indicators and with psychi- 
atric studies, has been applied in studying 
8 cases before and after lobotomy and one 
case after this operation. Summaries of the 
medical and social histories for these indi- 
viduals are given at the end of this paper. 


QUANTITATIVE RESULTS 


~ 


The impairment index scores obtained 
pre-operatively (gray cross-hatching) and 
post-operatively (solid black) in these cases 
are shown as a histogram in Fig. 1. 

It may be noted that there is no evidence 
of a reliable or consistent shift in the impair- 
ment index which may be attributed to lobot- 
omy. In only one instance (M.C.) did a 
shift of more than one point upward on the 
impairment index scale occur following the 
operation. The pre-operative index for M.R. 
is unknown. Each patient was examined 
not less than 42 nor more than go days after 
the operation. In some instances, the patient 
has been followed by serial examinations 
over a period of about three years. Little 
change in the impairment index has been 
found. Thus, in contrast with the findings 
for frontal lobectomies, biological intelli- 
gence, as reflected by an impairment index, 
does not appear to be altered significantly 
by prefrontal lobotomy. A possible reason 
for this result lies in the nature of the im- 
pairment index. Each point on the scale 
stands for performance on an indicator which 
has been found to reflect brain damage in 
patients with known localized lesion(46). 
The scale thus reflects probabilities in 
chances out of ten (points) that the indi- 
vidual subject has performed like individ- 
uals with known brain damage. No frontal 
lobectomy has been found to score below 0.5 
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on this scale. Examination of the pre-opera 
tive index values for these cases suggests 
that biological intelligence ‘was impaired 
prior to operation and that lobotomy neither 
relieved this impairment nor consistently 
produced a greater degree. 

The findings point to significant facts con- 
cerning localization of function. Prefrontal 
lobotomy is primarily a sub-cortical opera- 
tion and, apparently leaves the cytoarchi- 
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ing) and post-operative (solid black) results 
are shown as a histogram in Fig. 2. 

It may be noted that no consistent picture 
emerges for this indicator. There is a sug- 
gestion of improved personal status follow- 
ing the operation in the performances of 
R.C., of possible re-alignment or shift in the 
haracter of the psychopathy in I.E., M.C,, 
and M.W. and of little or no change in R.G., 


N.G., A.L., and F.W. 


‘ed 
8 
uJ N 
Qa \ 
= 5 
uJ 
=> 4 
x 
< N 
a 
= 2 
\ — 
i G MC NG AL M W MR 
PATIENTS 
Fic. 1.—Showing pre-operative (gray cross-hatching) and post-operative (solid black) scores on 


Halstead impairment index in lobotomy patients. 


tectural areas of the cortex essentially undis- 
turbed(33). In one of our cases (F'.W.), and 
in three others to a lesser extent, the pre- and 
post-operative index vaiues are significantly 
less than those yielded by frontal lobectomy 
wherein the cortex is removed along with 
the sub-cortical white matter. This would 
seem to indicate that the functions reflected 
in the impairment index are maximally rep- 
resented or localized in the cortex of the 
frontal lobes( 46). 

To supplement the impairment index and 
the psychiatric interviews, the Minnesota 
Multiphasic Personality Inventory was em- 
ployed. The pre-operative (gray cross-hatch- 


SUMMARY AND CONCLUSIONS 


In a preliminary investigation, an im- 
pairment index scale developed by one of us 
(W.C.H.) for reflecting impairment of bio- 
logical intelligence has been applied to 8 
carefully selected individuals before and after 
prefrontal lobotomy and to another individ- 
ual following lobotomy. Several of these 
cases were found to exhibit an impairment 
of biological intelligence prior to lobotomy. 
This operation did not consistently alter the 
degree of impairment manifested quantita- 
tively in contrast with high impairment 
scores obtained for frontal lobectomies. This 
would seem to point to the cortex of the 
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frontal lobes as the region of the brain in 
which the functions reflected by the impair- 
ment index are maximally represented or 
localized. 

It is concluded that: 


1. Impaired biological intelligence, as 
encountered in some forms of psychopathy, 
is not relieved by the operation known as 
prefrontal lobotomy. 

2. Lobotomy may not increase the degree 


of impairment of this function. 


illness readily, complained of numerous body aches 
and pains, and stated that she felt she could never 
get well because she had seen a paternal aunt in the 
state hospital many years before. Physical examina- 
tion and laboratory studies revealed a few positive 
findings, none of which was of serious import. 
3ilateral prefrontal lobotomy was _ performed 
February 4, 1944 by Dr. Paul C. Bucy. Immedi- 
ately following the operation, she seemed somewhat 
passive, rather indifferent, was incontinent of urine, 
and no longer complained of her obsessive fears or 
of bodily aches and pains. This clinical picture 
persisted until about one month after operation, 
when following successful treatment of an abscess 


Showing pre-operative (gray) and post-operative (black) scores on the Minnesota Multiphasic 


Personality Inventory in lobotomy patients. Scores above 70 regarded as abnormal. 


3. Little is known concerning the beha- 
vioral effects of prefrontal lobotomy. 


MepiIcaAL HISTORIES 


R. C., a 33-year-old, married woman was admitted 
to the psychiatric division of the Illinois Neuro- 
psychiatric Institute (INI) November 3, 1943, com- 
plaining that for six months she had had obsessive 
thoughts and fears of hitting someone, hurting her 
daughter, killing her husband, committing suicide, 
and of screaming. In 1941, she had received electro- 
shock and insulin treatments with apparent recovery 
from similar complaints. At that time, she attrib- 
uted her illness to two miscarriages between the 
births of her daughters in 1938 and 1941 and 
to her husband’s heavy drinking and threatening 
behavior when drunk. On admission to INI, she 
was quiet, friendly and cooperative, discussed her 


in the upper jaw following the extraction of an 
abscessed tooth and treatment with sulfathiazole, 
she became more alert and active, said she never 
felt so well and that though she still had thoughts 
of striking people, especially after menstrual periods, 
these were not as strong or frequent as before. She 
was discharged March 30, 1944. 

When she was again seen on September 27, 1945, 
she reported that she had been well following her 
discharge until two months previously when, after 
birth of a baby boy, her obsessive thoughts of 
hitting someone returned at times. She also had 
developed fatigue which she attributed to work 
involved in caring for a new baby, but said she 
had learned to express her resentments more readily 
and without guilt, no longer was so concerned about 
her physical state, but that she still cleaned house 
more often than was needed, and still had to do 
things in a hurry. Her husband confirmed these 


Sane 
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statements. When last seen, January 29, 1 
complained of headaches, cardiac palpitation, di 
ness, nightmares, return of her obsessive thoughts 
of harming people, and quarrels with her husband 

Diagnostic impression: obsessive-compulsive stat 
with depressive and hypochondriacal trends. 


I. E. G., a 40-year-old, single woman was a 
mitted to the neurological division of INI Marcl 
17, 1944 by referral from a state hospital where 
she had been voluntarily committed since 1941. At 
20 years of age she was ill for several months du 
ing which time she manifested a compulsion to w 
was unable to concentrate, and cried a great d 
She was able to return to college and graduated 
the age of 22. Following her father’s death in 1932, 
she sought psychotherapy but developed more s) 
toms such as eating one meal daily at midnight, 
sleeping most of the day, and refusing to tou 
money and to sleep on sheets. From 1938 on, s! 
had not worked. During 1938 she spent several 
weeks at a private sanitarium. For three years 
before admission to a state hospital, she lived alone 
in a big house and was depressed and spent most ¢ 
her time washing. While in the state hospital, 
washing and bathing compulsions occupied more 
and more of her waking hours. She developed 
“spastic colitis,’ refused to eat hospital food, re 
sisted attempts to leave the hospital, and showed 
increasing tension and anxiety. In December, 1943 
a course of electroshock treatments produced tempo- 
rary relief from anxiety, and the colitis, but the 
washing compulsion continued. At the time of her 
admission to INI her physical state was good ex- 
cept for undernourishment and a mild degree of 
edema of her ankles, presumably due to nutritional 
deficiency as a consequence of her self-imposed 
“colitis diet.” 

Bilateral prefrontal lobotomy was performed May 
4, 1944 by Dr. Paul C. Bucy. Two weeks later she 
was transferred to the psychiatric division of INI. 
At that time she suffered from urinary incontinence, 
spent many hours daily in the bathroom bathing 
and washing herself, was slow in speech and action, 
and quite passive in her contacts with others. On 
month after lobotomy the anxiety and tension wer 
less, and the washing compulsions not so pronounce 
although she insisted she still felt dirty. During th 
latter part of June, 1944, she, for the first time, was 
willing to consider not returning to the state hos- 
pital, spent much less time in the bathroom, was n 
longer incontinent. This improvement continued 
She began to take considerable care and pride in 
her appearance, left the hospital on visits with rela 
tives, and felt well enough to look for a job outside 
the hospital. Just before her discharge, September 
10, 1944, she had secured a job to which she had 
difficulty in adjustment. She worked for six months, 
from December, 1944 to May, 1945, handling small 
instruments on an assembly line in a war plant at 
$60 a week. From June to October, 1945, she 
worked as a machine operator at another plant 
when she was asked to leave and advised to seek 
medical care since she had been staying away 6-7 
days a month during her menstrual periods. When 
she was seen, October 19, 1945, she reported the 
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shortly after her marriage 35 years before and 
became so obsessive in her housecleaning that it 
occasioned quarrels with her husband. She finally 
left him in 1917 when her youngest child was 4 
years old, but did not secure a divorce until 1941. 
She lived at her parents’ home and worked part 
time for many years thereafter until her mother 
died in 1936. Following the birth of her third child 
in 1913, she suffered a laceration of the perineum. 
A recto-vaginal fistula developed following a pelvic 
operation of some kind and several unsuccessful 
attempts were made for repair of this fistula. After 
the fifth attempt, she developed incontinence of 
feces. For the 22 years following, she felt that her 
hands were dirty and her body filthy with feces 
because she could not control her bowels, and there- 
fore she washed her hands frequently. She spent 
three months in a state hospital during 1940. Her 
fears of soiling and excessive handwashing occurred 
after another operation for repair of fistula’ in 
February, 1941. A still further exacerbation of 
symptoms occurred in the fall of 1942 in connection 
with a property settlement in connection with her 
divorce; and in the fall of 1943 when she sustained 
a fracture of the right lower leg and spent 4 months 
in the hospital. She was admitted to the psychiatric 
division of INI, January 18, 1945 at which time her 
obsessive-compulsive symptoms were very much in 
evidence. Physical and laboratory studies revealed 
the following positive findings: blood pressure 178 
110; markedly relaxed rectal sphincter, but no evi- 
dence of recto-vaginal fistula; ventral abdominal 
hernia; decreased hearing, particularly in the right 
side; arcus senilis; systolic murmur at apex and 
aortic areas. 

Bilateral prefrontal lobotomy was performed 
March 6, 1945 by Dr. Paul C. Bucy. During the 
week following the operation she was slightly dis- 
oriented as to time and place, was quiet and relaxed, 
made no complaints, said she felt clean, and ex- 
pressed no desire to scrub her hands. Two weeks 
after the operation, she was alert, well oriented, 
pleasant, was interested in things, had no anxiety 
about soiling herself, and did not seem to be com- 
pelled to wash her hands. One month after pre- 
frontal lobotomy, she developed pain and tenderness 
in her ventral hernia. Herniorraphy was performed 
under spinal anesthesia with an uneventful post- 
operative course. At the time of her discharge, 
May 10, 1945, her hands and arms had lost their 
reddened appearance. She obtained a position as 
assistant cook in an orphanage at a small salary 
with maintenance and when last seen, October 6, 
1945 had held this job for four months. At that 
time she was no longer worried about her relaxed 
rectal sphincter, felt that the prefrontal lobotomy 
had done a lot of good but was very vague about 
the diminution in her handwashing compulsion. 

Diagnostic impression: obsessive-compulsive state. 


N. G., a 51-year-old single woman was first seen 
in the otolaryngology out-patient clinic in October, 
1941, complaining of a pain in her throat which she 
said was due to swallowing a fishbone. No foreign 
body was found on examination, and she was re- 
ferred to the department of surgery for repair of 


bilateral inguinal herniae. Operation was performed 
November 10, 1941, followed by an uneventful post- 
operative course. On April 20, 1943 she was seen 
in the psychiatric out-patient clinic with complaints 
of “nervousness,” weeping, fears of germs, of harm- 
ing others, and of being alone. The fears had begun 
10 years previously and were accompanied by ex- 
cessive handwashing, had become accentuated after 
herniorraphy in 1941, and did not yield to treatment 
with barbiturates, bromides, benzedrine, and 12 
electroshocks. She was admitted to the psychiatric 
division of INI March 8, 1944 at which time physi- 
cal examination and laboratory studies revealed 
essentially normal findings except for a few minor 
deviations and abnormally fast waves on electro- 
encephalogram, and an I.Q. of 81 with a mental age 
of II years, 10 months, on the Otis Intermediate 
Test. 

Bilateral prefrontal lobotomy was performed May 
5, 1944, by Dr. Paul C. Bucy, but section was not 
made in the left inferior quadrant. In the early 
post-operative period, she said she no longer feared 
germs but complained of being worried, expressed 
some guilt feelings although she seemed less tense 
and anxious than before and manifested no ritual- 
istic behavior. After discharge June 27, 1944 she 
was admitted as a voluntary patient to a state hos- 
pital in September, 1944, but remained there for 
3 days only. When seen in November, 1945, virtu- 
ally all her symptoms had returned to such a degree 
that she was unable to leave her home. Following 
the death of her mother in January, 1946, it was 
difficult to care for her at home because of her 
bizarre behavior, uncooperativeness and_ suicidal 
threats. She was taken to Cook County Psycho- 
pathic Hospital where she was found to be without 
psychosis and was released to her family. She re- 
fused to consider voluntary commitment to a state 
hospital but returned to the psychiatric out-patient 
clinic where, when she was last seen in March, 1946, 
the impression was that her condition remained 
essentially unchanged. 

Diagnostic impression: obsessive-compulsive state. 


A. L., a 38-year-old, married man entered the 
psychiatric division of INI March 23, 1944. His 
illness was said to date back to October, 1942 when 
he had a spontaneous subarachnoid hemorrhage fol- 
lowing which he experienced various sensations in 
his head and scalp which he interpreted as the 
“brain being stuck to something” and as “some- 
thing moving in the brain.” A neurological exami- 
nation in October, 1943 revealed only the following 
positive findings: slight flattening of the left side 
of the face and a slight hesitation in distinguishing 
between his right and left sides. These complaints 
were considered to be psychoneurotic. He was re- 
ferred to a psychiatrist for psychotherapy. It was 
the psychiatrist’s opinion that this was not the treat- 
ment of choice in view of the defect from the actual 
brain damage he had suffered for which he was 
unable to compensate in everyday performance due 
to his limited capacities in general endowment and 
personality makeup. Electroshock or prefrontal 
lobotomy was contemplated for further treatment. 
Before arrangements for these could be made, he 
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became acutely psychotic, heard voices telling him evere as ever. This condition persisted following M. k 
to hurt his baby, kill his wife, kill hims elf; ate discharge from the hospital December 19, 1943 until to the j 
little, slept poorly and threatened suicide. He volun- her death at home in January, 1945. Cause of death He stat 
tarily entered Cook County Psychopathic Hospital was attributed by the famil hysician to a recur- a sever 
for help in controlling his fears and anxieties. On _ rence of the malignancy in the “mediastinal region.” after st 
admission to INI his mental status was much im- No autopsy was performed which I 
proved and he interpreted the voices he had heard Diagnostic impressior intractable pain with cal pro 
as “my thoughts becoming audible to me.” Physical phantom limb had wo 
examination and laboratory studies were essentially became 
negative except for findings noted previously. F. W » & 27-YEAT-O1G, Single man was Hirst seen in 23 he h 
Bilateral prefrontal lobotomy was performed May Ut-patient Uct ber 27, 1939, in a sd 
2, 1944 by Dr. Paul C. Bucy. Immediately follow ed OF lequacy, fear ‘overly 
ing operation he was confused as to time, misidenti as 40 ti 
fied fellow patients and an intern, and seemed —* — inclinations. He d ee ee oe of his illness occupie 
anxious about what would happen to him. A little ‘°° @8© 0! he had 1940 he 
later he seemed to be less tense and even stated ured syphilis. At that time he was relieved by and dis 
that the movements in his head had lessened ee ian about masturbation many s 
that his queer ideas were gone. From this time on til before several 
until his discharge, June 17, 1944, he was somewhat nterview. Then he developed his ee See of insu 
uninhibited in a flirtatious manner, more happy and immedi- provem 
cheerful, no longer obsessed by fears of harming tely older bi ener 60 & Mate Hospital. He was a iteueslt 
his child, was irritable about being kept in the S and di to the clinic trends. 
hospital, and wanted to return to his job. He was T940 attempt 
followed in the psychiatric out-patient clinic there nded. He recover 
after until October 12, 1945. His course was a the state In Nov 
variable one. At first he seemed happier in general; {USUSt 13 to October 4, 1940, ar d October 18 to made a 
then he became fatigued and slept poorly, followed wee improvement. and the 
by a return of the obsessive thinking about his head and tried Bilat 
sensations, and later still became depressed and dis hold a job. Novens 
couraged, was said to be inconsiderate of his wife “*© W4S admitted to the psychiatric division ot INI we sti 
and children, said that things were changing, and august 10, 1943 With the 
complained not only of sensations in his head as in Ucts PI things « 
also in his face and back. He seemed preoccupied findings one 
with his bodily functioning and seemed to get con — priate 
fused and excited when asked questions. Neuro re oe pte il lobotomy was — rmed Sep- affectiv 
logical examination in September, 1945, was essen- “ mber 27, 1944 by D1 Pe rcival Bailey. Immedi- aie pa 
Diagnostic impression: psychotic episode due to He SOMME Ther af 
disturbance of circulation (subarachnoid hemor- ©@¥S 4iter this, but his tension was less and he eg 
rhage) with an obsessive-compulsive state. admitted that Ten 
lays after lobotomy, he sa e felt pert fectly happy enn 

M. W., a 56-year-old unmarried woman was ad- __for the first time since he could remember, but by of resen 


refusal 


mitted to the neurosurgical service of the Uni- October 13, 1943, he began to <¢ ar of tension | 
versity of Chicago Clinics July 24, 1943 complaining igain, said he could not make up his mind about bation i 
that during the preceding two years she had had a nything although he admitted he had less fear of the ope 
dull, aching pain in her neck and left shoulder and homosexuality than he had before. Upon his dis- sexual 
in a phantom of the left arm. The arm had been charge from the hospital November 17, 1043, he was others 
amputated in June, 1941, but the pain persisted in pprehensive about what work he could perform. conduct 
the phantom limb and two chordotomies had given When he was next seen October 26, 1945, he re- Sware « 
only temporary relief. She had had a radical left ported that he had 19 or 20 jobs since his discharge, future b 
mastectomy for a malignant growth 14 years pre- _ but that he quit most of them because he felt inade- lor rece 
viously and 7 years later, a non-painful, malignant uate and inferior. For one period he attended night tions, ai 
ulcer was removed from the left axilla. Following high school for one term, but although he made have be 
the second chordotomy, she had visual and auditory sood marks, he did not continue his studies. One his jaw 
hallucinations for a period of 3 weeks. She had time he managed to save $100 but was disappointed January 
sudden, periodic attacks of severe pain in the neck that he did not reach his goal of $200. He was psychia: 
and phantom left arm, radiating to the left leg and lepressed at this interview and needed much encour- followir 
foot, lasting for 10 minutes to an hour or more and agement, but did admit that he was much better plant in 
unrelieved by any medication. Physical examina- than he was before lobotomy. When last seen, 12, 1945 
tion and laboratory findings were otherwise essen- April 30, 1946, he complained of becoming more at diffe 
tially negative. The intelligence quotient on the irritable and restless and of obsessive thoughts of and 30 
Stanford-Binet Form L was 130. suicide and of killing his mother, but seemed to feel S100 we 
Bilateral prefrontal lobotomy was performed much relieved after discussing his feelings. lost son 
October 12, 1943 by Dr. A. Earl Walker. At first Diagnostic impression: mixed psychoneurosis that he 
she had seemed to be somewhat improved but by with anxiety, tension, inadequacy feelings, obsessive artist. 
the end of a week, the attacks of pain were as fears and hypochondriacal trends. cerned ; 
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M. R., a 36-year-old, married man was admitted 
to the psychiatric division of INI October 16, 1942. 
He stated that at the age of 17 years, he was struck 
a severe blow on the jaw in boxing, that he there- 
after suffered pain in the left side of his face for 
which he received much treatment, including surgi- 
cal procedures on the left maxillary antrum. He 
had worried constantly about this matter. At 22 he 
became depressed and made a suicidal attempt. At 
23 he had a psychotic episode and spent some time 
in a sanitarium. He was reported to have been 
“overly clean,” to have washed his hands as often 
as 40 times daily, and to have been obsessively pre- 
occupied about his physical state. During 1939 and 
1940 he expressed feelings of futility, hopelessness 
and disinterest in his work as an artist and had 
many somatic complaints. In 1941-42 he received 
several courses of electroshock therapy and a course 
of insulin shock therapy with only temporary im- 
provement. Obsessive fears of killing others or 
himself developed with marked hypochondriacal 
trends. In September, 1942 he made a suicidal 
attempt with phenobarbital. It was following his 
recovery from this that he was admitted to INI. 
In November, 1942 he went on a week-end pass and 
made an unsuccessful homicidal attack on a friend 
and then tried to kill himself. 

Bilateral prefrontal lobotomy was _ performed 
November 12, 1942 by Dr. Percival Bailey. He 
was stuporous for 48 hours following operation, 
then became generally happy and pleasant, said that 
things didn’t come into his mind as much as before, 
and manifested a somewhat silly grin at inappro- 
priate times. Two weeks after the operation, his 
affective responses were more appropriate, but he 
was easily distracted by slight stimuli and was 
unable to focus attention readily on one subject. 
Thereafter, for the next two weeks, he exhibited 
some euphoria, punned a great deal and grinned 
readily. This period was followed by an exhibition 
of resentment towards attendants and other patients, 
refusal to participate in ward activities, and mastur- 
bation in the presence of others. Six weeks after 
the operation he controlled his resentment and 
sexual urges better, but continued to be critical of 
others and to reprimand them frequently for mis- 
conduct. In January, 1943, he seemed to be more 
aware of his environment, discussed plans for the 
future but appeared to have some slight impairment 
for recent memory, was evasive in answers to ques- 
tions, and still insisted that all his difficulties could 
have been avoided had he not received the blow on 
his jaw at the age of 17 years. He was discharged 
January 20, 1943. He was seen twice weekly in the 
psychiatric out-patient clinic for the three months 
following discharge. He secured a job in a war 
plant in March, 1943 and when last seen, October 
12, 1945, reported that he had worked for two years 
at different war plants, had held 3 jobs for 9, 10 
and 3 months respectively, had earned as much as 
$100 weekly, found none of his jobs difficult, had 
lost some of them on the matter of principle, and 
that he had recently quit to resume his work as an 
artist. At this same time he was no longer con- 
cerned about the pain in his face; people no longer 


4 


irritated him; he had lost his anxiety; and his 
relations with his wife were good. On the whole, 
he was considerably improved as compared with his 
condition prior to and immediately following the 
lobotomy. 

Diagnostic impression: psychotic episodes with 
schizophrenic and depressive features; obsessive- 
compulsive and hypochondriacal state. 
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TRANSITORY SCHIZOPHRENIAS PRODUCED BY BROMIDE 
INTOXICATION 


MAX LEVIN, M.D. 


INTRODUCTION 


Bromide intoxication produces a variety 
of psychiatric syndromes, two of which have 
been known for years: (1) the so-called 
simple bromide intoxication, marked by dull- 
ness and mental sluggishness, with good 
orientation and without delusions or hallu- 
cinations; and (2) delirium, marked by 
disorientation, thinking disturbances, mood 
disturbances (usually fear), delusions, hallu- 
cinations and restlessness. These two syn- 
dromes are no longer regarded as curiosities. 
A third syndrome, /allucinosis, is less well 
known; it is marked by hallucinations, but 
in a setting of clearness, with little or no 
disorientation (bromide hallueinosis being to 
bromide delirium what alcoholic hallucinosis 
is to alcoholic delirium). 

A fourth syndrome has occurred in a study 
of a large series of bromide psychoses, and 
the object of this paper is to describe it. It 
is remarkable for its resemblance to schizo- 
phrenia, a resemblance so close that physi- 
cians who are not “bromide conscious” are 
apt to diagnose it as “ordinary” schizo- 
phrenia. Indeed it differs from “ordinary” 
schizophrenia only in that it supervenes dur- 
ing bromide intoxication and clears up when 
the intoxication subsides or fairly soon after. 
The condition, which hereafter for the sake 
of brevity will be referred to as bromide 
schizophrenia, differs from bromide delirium 
in two chief respects. (1) In bromide 
schizophrenia (provided there is no delirious 
admixture) orientation is intact. (2) In 
bromide schizophrenia the patient’s delusions 
and hallucinations possess a characteristic 
schizophrenic stamp not found in the deliria 
of non-schizoid persons. These and other 
in detail below. 

Thirteen taSe 1 the basis of this re- 
port. They are summarized in Table II. 


DESCRIPTION OF BROMIDE SCHIZOPHRENIA 


The patient (all thirteen were women) 
usually possesses a schizoid personality, with 


evidence of emotional immaturity. The phy- 
sique is usually of the asthenic or dysplastic, 
but sometimes of the pyknic, type. Fatigue, 
nervous strain and similar symptoms cause 
her to take bromide, and as intoxication de- 
velops she loses energy and becomes sluggish 
and forgetful. Presently she begins to imag- 
ine things and in a few weeks reaches the 
hospital. 

Mental examination shows a listless wo- 
man who is reticent, suspicious and inacces- 
sible. One patient asked, “Am I going to 
get a square deal?” and insisted she would 
not talk unless her lawyer was present. Hal- 
lucinations and delusions dominate the pic- 
ture. 

The hallucinations may be in any or in all 
spheres. Voices taunt the patient, call her 
vile names and proclaim her secrets. One 
voice said, “Susie C. (patient) ain’t nothing 
but a streetwalker. She’s had two or three 
husbands and I don’t know how many babies. 
She ain’t married to Henry C. (husband). 
She got to stay in prison the rest of her life. 
Kill her! Kill her!” Several patients heard 
people talking about them over the radio. In 
one case a voice seemed to come from below 
and the patient concluded that a radio an- 
nouncer “has thrown his voice into the 
cellar.” She believed there was a telephone 
concealed in the floor. People can read the 
patient’s mind, and she hears her thoughts 
echoed. One patient said that when she read 
her Bible, other women on the ward opened 
their Bibles to the same verse and read aloud 
the verse she was reading to herself. Patients 
see snakes, roaches, bedbugs and lions, and 
one said that during the night she had seen 
strange men, one of them a Japanese, in her 
room. Angels convey messages by means of 
words printed on the wall. One patient saw 
particles of “‘a poison” floating in the air ; 
the air was filled with “white chalk dust” ; 
she smelled ether and other noxious sub- 
stances and tasted poison in her food and 
drinking water. A patient with a feeling of 
guilt perceived an indefinable “odor of death” 
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and a “taste of death.” 
cutaneous and somatic senses, patients 

bitten by animals and pricked by enemies 

using fine needles. One patient said tl 

people in the hall threw tiny darts into | 

room, darts so small as to be invisible but weve! 


In the spheres of tl 


she could “feel them go right into my files! 
Another said that Negroes were burning |] 
alive. Another, that bullets were flying 
around, and that two were actually in 
head at the moment. Another, that she had 
been crucified and the nails were still in het 
body ; her heart was (literally) bleeding 


1 


blood had soaked through mattress and floor 
and was being collected by her enemies in the 
cellar. A patient beginning to have insigl 
recalled that earlier in her psychosis “I in 
ined my husband had fixed the dog up—br« 

it with another dog for to put the pup insid 

of me. The pup seemed to be up in my womb, 

and I tried to get it out, and I just screamed a“ 
and cried because I thought I was going t 


give birth to an animal. I also thought I was ee 


going to give birth to a big bug.” 
patient said there was a copperhead snak« 
in her abdomen. Another, after the visit 
the ward physician, asked the nurse, “Is h¢ 
going to put a stone baby into me?... . Is 
he going to turn me into a dog?” 
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t the bromide has produced a de- 
Delusions of persecution and of referen: hrenia. Else- 
are abundant. Enemies are planning to kill ceed shown that severe delirium 
the patient and have cast a spell on her. On ian elirium diff that disorientation 
said that other women on the ward mad in aif eiberes in the one. while 
“funny maneuvers with their fingers” (wrig on te he or is most 
gling movements) in order to pass the wor ad in the anhere of time. The consol 
along that she had lice in her hair. They bh; lor time 14 
snubbed her because she was poor; “‘they tenes wince 
don’t want to sit down beside me—when ET SS nd person. When 
sit down, they get up.” h bromide schizo- 
Ideas of electricity were present in no less 
than 6 cases. A patient said that during 
, liriun pe li—as long as 
recent X-ray examination her body had been 
delirium in its incipiency be disorientec 
filled with electricity.” The bed and other a ,; + this stace 
or chiefly tor it Was S Stage 
objects in her room were charged with elec- ss ie’ ‘tal 
that 7 of the 13 patients came to the nospital. 
tricity; her enemies “have the electricity 
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to a nearby railroad track; the circuit was it has aiready | said that bromide 
so arranged that the passage of a train would schizophrenia looks like ordinary schizo 
close it and electrocute her. phrenia. This refers of course only to the 
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ture, and not to any delirious admixture 
that might be present. Even when there is a 
delirious admixture, however, one may still 
say that bromide schizophrenia looks like 
ordinary schizophrenia: the patient in such 
a case looks like an ordinary schizophrenic 
who has taken enough bromide to become 
delirious. 

Besides precipitating a transitory schizo- 
phrenia, can bromide intoxication precipitate 
a permanent schizophrenia? It probably can, 
though the answer cannot be given with cer- 
tainty. 
bromide 


One of the diagnostic features of 

schizophrenia is its transiency. 
When a schizophrenia, having apparently 
supervened during bromide medication, fails 
to clear up under treatment, one cannot easily 
dismiss the possibility that the patient had 
in reality already started to become schizo- 
phrenic, and that the drug either played no 
role at all or else merely greased the skids a 
little. But if bromide intoxication can pre- 
cipitate a transitory schizophrenia in a per- 
son moderately predisposed, why could it 
not precipitate a permanent psychosis in one 
gravely predisposed? That is just what other 
intoxications sometimes do. 


DIFFERENCES BETWEEN BROMIDE ScHIZzo- 
PHRENIA ON THE ONE HAND AND Bro- 
MIDE DELIRIUM AND HALLUCI- 
NOSIS ON THE OTHER 


definition, there is dis- 
schizophrenia 


In delirium, by 
orientation. In (provided 
there is no delirious admixture) orientation 
is intact. This, however, is not the only dif- 
ference: there are four others. 

1. Bromide schizophrenia occurs by pref- 
erence in persons of strongly schizoid make- 
up, whereas delirium shows no such prefer- 
ence. 

2. Schizophrenia and delirium stand at 
opposite poles in respect to disturbance of 
rapport. In the former, rapport is faulty, the 
patient being preoccupied, aloof, reticent and 
irritable, just as in any ordinary schizo- 
phrenia. By contrast, in bromide delirium 
rapport is conspicuously good: however be- 
fuddled and disoriented the patient may be, 
he is friendly, polite and willing to talk. 

3. The content of bromide schizophrenia, 
like that of other schizophrenias and unlike 
that of delirium, has a pronounced flavor of 


the bizarre: ideas of influence and mind- 
reading, ideas of electricity and somatic dis- 
tortions are prominent, as exemplified in the 
description given in the previous section. 

4. The fourth—and most remarkable— 
difference merits discussion at some length. 
Though hallucinations and delusions occur 
both in schizophrenia and in delirium, there 
is this striking difference: in schizophrenia 
they reveal a quality of self-reference vastly 
exaggerated above that seen in delirium. In 
schizophrenia the patient’s imaginations have 
a highly personal stamp. Voices reveal a 
disconcerting familiarity with her past and 
betray her innermost secrets; she alone is 
singled out for abuse; her enemies point 
scornfully at her alone; self-consciousness is 
at maximum pitch, the patient occupying the, 
center of the stage, in full spotlight. By con- 
trast, in delirium this intimate personal 
stamp is lacking. The imaginary disasters 
which have befallen or are about to befall 
the delirious patient are impersonal in the 
sense that they throw no spotlight on his 
innermost preoccupations. They are disas- 
ters which involve no shame. They affect 
others beside the patient, as in the idea that 
the house is on fire, endangering others as 
much as himself. They may even affect 
others exclusively, as in the idea that a dear 
one has been killed in an accident. Compare 
(a) the delirious woman’s idea that her 
daughter has just been killed in an accident, 
and (b) the bromide schizophrenic woman’s 
idea that people are “maneuvering” (wrig- 
gling) their fingers to show that they know 
she has lice in her hair. The former is a 
disaster but not a taunt; there is nothing 
shameful about it; it is the sort of thing one 
can talk about without embarrassment; it 
is not an idea of reference. The latter, on 
the other hand, is an idea of reference of the 
most painfully embarrassing kind. Both im- 
aginations are, to be sure, complex-deter- 
mined. The delirious woman doubtless had 
subconscious aggressive impulses toward her 
daughter. But these complexes are not as 
“intimate” as are those betrayed by the sec- 
ond woman’s imagination. 

To exemplify the contrast further, com- 
pare (a) the delirious woman who hears 
voices saying that her house is on fire, and 
(b) the bromide schizophrenic woman who 
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heard voices which said, “You're a devil in 
sheep’s clothing. We're going to put you in 
the bughouse if it’s the last thing we do.” 
The hallucination in (b) is vastly more 
“personal” than in (a). To be sure, it is 
personal in (a) too, for the loss of one’s 
home is a personal disaster of the first mag- 
nitude. But in (a) there is none of the 
heightened self-reference so evident in (b 

As a corollary to this distinction, there 
is a striking difference in the degree to which 
the patient imputes his troubles to the evil 
doing of others. The delirious patient attrib- 
utes his troubles not so much to persecution 
by spiteful enemies as to impersonal causes 
a fire, an accident, etc. The schizophrenic 
believes himself the victim of persecution 
the delirious man, the victim of hard luck. 
Moreover, when the delirious man does im- 
agine that enemies have a hand in his trouble, 
they are apt to be enemies not just of him 
self alone, but enemies of some group to 
which he belongs. The delirious man is not 
a puny solitary individual singled out for 
abuse; he is a member of a group facing a 
common enemy. 

Between bromide hallucinosis and bromide 
schizophrenia there is the same distinction in 
respect to degree of self-reference as between 
delirium and schizophrenia. 

Four cases of delirium and one of hallu- 
cinosis will now be cited briefly in further 
illustration of this distinction. 

(a) A veteran of World War I, in a fever 
delirium, fought imaginary German soldiers 
who he thought were trying to break into the 
building. Here one sees how the delirious 
patient who is not schizophrenic envisages 
a common enemy, rather than an enemy of 
himself alone. 

(b) A newspaper reporter in a small steel 
town, during an alcoholic delirium, mistook 
me for his managing editor. There had been 
much labor trouble in the town, with strikes 
and riots. In his delirium he said to me in 
a tone of concern, “Now, Al, about that 
fight last night—it’s really important! I’m 
telling you, it’s a good story but it’s one that 
involves us.” He imagined that dynamite 
had been used by the warring factions and 
that he and I were in a dilemma: if we re- 
ported the riot fully, we would be treading 
on many toes. He had no real ideas of per- 
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he suspected 


ution. When, for example, 
re watching him, he 


that unfriendly people we 
hing him not as a man 


they hated for himself but as a member of 


the opposing faction 1n a labor war. 
(< \ woman in a drug delirium was 
fearful and uneasy, but, from start to end 
her psychosis, she displayed not so much 
is a single idea of persecution. Invariably 


her uneasiness by saying she 
id just received word (auditory hallucina- 
at had befallen her 
father had died, her husband 

omobile 


of some disaster th 
family ; 1e1 
d been hurt in an wreck, her 
child had been kidnapped (by someone who 
wanted ransom and nothing else), and her 
aunt’s house had caught fire. 
(d) A woman who had recovered from a 


bromide delit 


] 
il I 


ium recall ie following scene 


tne 
psychosis While 


pe pie 


from her lying in bed 


watching yy in the hospital 
corridor, she thought she saw a man ap- 


h 


proach 


passing 
a woman and demand money; the 
woman asserted she had no money, where- 
] 


upon he drew a gun and assumed a menacing 
attitude; the woman gave in and said, ‘‘All 
right, I'll get you some money” ; she left and 


1 with a revolver which she fired 
In con- 
self-awareness of the 


soon returnes 
retreating man. 
trast to the 
schizophrenic, the incident experienced by 
this delirious woman shows an utter lack of 
elf-awareness, the patient being merely a 
passive spectator of a horrible scene which 


did not 


great 


save insofar as she 


might have been menaced by a stray bullet. 


concern her, 


(e) Similar to the foregoing is the case 
lic woman in a bromide 

) said she saw people tossing 

babies out the window. The babies were not 
hers, and the incident did not concern her 
except as it stirred her to pity and horror. 
This is 


of a non-schizophret 


hallucinosis wl 


a clear example of freedom from 
Sé lf reference. 

evident that the non-schizo- 
phrenic patient with delirium or hallucinosis 
shows no great increase in self-consciousness. 
In his imaginations he plays, for the most 
part, the role of a mere onlooker. Unlike the 
schizophrenic, he does not feel he is in the 
If the schizophrenic is like an 
actor on a stage in the full spotlight of public 
scrutiny, the delirious non-schizophrene 1s 


Thus it 1s 


limelight. 
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like a member of the audience in a darkened 
theater—an member of the 
crowd, a witness to a grim tragedy, but him- 
self unseen and unnoticed. This distinction 
is of the utmost importance; it lies at the root 
of the difference in the way the two groups of 
patients think and feel. 


anonymous 


* * 

The foregoing distinctions between schizo- 
phrenia and delirium having been presented, 
it now remains to consider further a fact 
already briefly alluded to earlier, namely that 
the two disorders may co-exist. As has al- 
ready been mentioned, 9 of the 13 patients 
in this series showed varying degrees of 
delirium, as manifested by disorientation. It 
cannot be overemphasized, however, that the 
two disorders, notwithstanding that they 
may co-exist, are distinct from one another. 
Disorientation is not an element in the 
schizophrenic syndrome, as every psychia- 
trist knows from his experience with ordinary 
schizophrenia. Hence, when a person taking 
bromide enters an acute schizophrenia, and 
subsequently, having taken more bromide, 
becomes in addition disoriented, it would be 
a mistake to say that the schizophrenia and 
the disorientation are merely the symptoms 
of a single drug psychosis. There has been 
an unfortunate tendency in psychiatry to 
give patients a single diagnosis when they 
have two or more separate disorders. Cgén™ 
sider a man of subnormal intelligence wh is 
also a chronic drinker and is admitted to hos- 
pital with delirium tremens. It is one thing 
to say that for the purpose of the hospital’s 
annual report he should be classified as a 
case of alcoholic psychosis, the disorder 
which caused his admission. Bvt it is quite 
another to say that he is suffering from a 
single psychiatric disorder when in fact he 
has three. Consider further a man with 
pneumococcic pneumonia who develops 
empyema. No one would say that such a 
case should be given a single diagnosis such 
“pneumococcic chest disease”; the man has 
two disorders which are distinct even if they 
co-exist and are in a fashion related. They 
are distinct because a man may have one 
without the other. When a patient with 
bromide schizophrenia keeps on taking the 
drug and becomes disoriented, it would be 
misleading to say that he still has the one 


psychosis, which now has taken a turn for 
the worse. If he has grown worse, it was 
by acquiring a second and new psychosis, 
delirium—a psychosis as distinct from 
schizophrenia as empyema is from pneu- 
monia, a psychosis which may befall a schizo- 
phrene no less than a non-schizophrene and 
which may supervene upon a toxic as much 
as upon an ordinary schizophrenia. 

What is the relative gravity of bromide 
delirium and bromide schizophrenia? Any- 
one who had a choice in the matter would 
assuredly prefer the former, for no one likes 
to think of himself as possessing a latent 
schizophrenia. Nevertheless, from the stand- 
point of pathophysiology delirium must be 
regarded as the more deep-seated of the two, 
since it presupposes a severer dissolution of 
the highest cerebral centers. The bromide 
schizophrene, however unbalanced he may be, 
is still normal enough to be oriented. As 
regards depth of dissolution he is closer to 
normal than the delirious man, who lacks 
even a child’s grasp of his environment. 

Since delirium signifies a deeper dissolu- 
tion than schizophrenia, it seems fair to as- 
sume that when they co-exist, the delirium 
must have supervened upon the schizo- 
phrenia in consequence of worsening of the 
intoxication. This assumption is supported 
by clinical evidence, which however is im- 
perfect, for it is seldom possible to ascertain 
with precision the exact order of appearance 
of symptoms in retrospect; and once the 
patient has come under the physician’s care 
it is of course impossible to allow the in- 
toxication to worsen so that one might study 
the progress of the ensuing deterioration. 


STATISTICS 


This study is based on cases admitted to 
the Harrisburg (Pennsylvania) State Hos- 
pital in a period of 64 years(1931-37) and to 
the psychiatric department of the Pittsburgh 
City Hospital (Mayview, Pa.) in one year 
(1938-39). Throughout all but a few months 
of the period of this study the serum of every 
patient was examined for bromide (Walter- 
Hauptmann method) soon after admission. 

Table I shows the frequency of bromide 
schizophrenia as compared with other better 
known bromide psychoses. Only those cases 
were counted which could positively be said 
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TABLE I 


INCIDENCE OF BROMIDE PSYCHOSES IN PER ( 
Stuby (1931-39) 


Male Female I 
First admissions ........ 1245 1028 
3romide psychoses: 
Simple intoxication.... 5 5 
Hallucinosis (non- 
schizophrenic) .... ¥ 3 
Schizophrenia ....... 13 
Total bromide  psy- 
i 


DATA ON THIRTEEN ( 


Dur 
Case] Immediate reason for taking | °° 
ye 
ad 
——|— 
| 
I F | 40 | Fatigue; nervous tension. . 2 
2 F | 27 | Nervous tension........ ee 
3 F 30 | Worry over religious conflicts | 6 
4 F | 18 | Mild depression.......... 4 


5 F | 65 | “Slight stroke’’ followed by I 
depression and restlessness 


6 F | 33 | Worry over husband's unem I 


ployment 
7 F | 39 | Hysterical shaking spells. . . 2 
8 F | 30 | Bronchial asthma......... 3 
II F | 46 | Headache.......... : 6 d 
12 F | 31 | Fatigue; headache........ — 
13 F | 37 | Idiopathic epilepsy....... 2 


Notes: * ‘‘None’’ means that the patient was orien 
time. 
“Slight’’ means that there was conspi 
place and person. 
“‘Severe’’ means that there was pronounced 
b No patient received bromide after admissi 
before. ‘‘Duration after discontinuance,” t 


to have a bromide psychosis; it had to b 
established that the psychosis had begu 
while the patient was taking bromide, t! 

there was bromide in the serum, and that th 
psychosis cleared up relatively soon after dis 


continuance of the drug (though, as will be 


seen presently, some cases take relatively) 
long to clear up). 


Several cases were seen in which the 


patient was clearly schizophrenic before h 
began to take bromide, after which he de 
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I 
6 were in their thir- 
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speaking generally, a disease of middle and 
old age, while bromide schizophrenia is one 
of relative youth. This is not surprising ; 
people with strongly schizoid personalities 
are notoriously prone to run into trouble 
relatively early in life. 

3. Duration after discontinuance of bro- 
mide.—Seven patients got well in less than a 
month. Three required more than one but 
less than two months. The remaining 3 re- 
respectively, five, ten and twelve 


In previous papers(I, 2) it was 


quired 
months. 
shown that while bromide delirium usually 
lasts several weeks after discontinuance, it 
sometimes lasts several months. This appears 
to be true also of bromide schizophrenia. 
BROMIDE SCHIZOPHRENIA IN THE LIGHT 
OF THE MODERN CONCEPTION OF 
SCHIZOPHRENIA 


Bromide intoxication is not unique in its 
ability to activate a latent schizophrenia; 
other toxemias can do it too. For years it 
has been known that fevers, infections and 
debilitating diseases can precipitate a schizo- 
phrenia which may clear up when physical 
health has been restored. Stated differently, 
when schizophrenia begins acutely in associa- 
tion with severe physical illness the outlook 
for “cure’’ is greater than when it makes a 
furtive appearance during perfect physical 
health. 

The notion of an intoxication activating a 
latent schizophrenia which subsequently may 
become latent again is quite in keeping with 
the modern conception of this psychosis. 
Schizophrenia can no longer be looked upon 
as inevitably permanent. 
characterized by the 


It is a psychosis 
presence of certain 
symptoms and signs, and produced by a 
variety of causes, some relating to “predis- 
position,” others to precipitating factors. 
The duration of the manifest schizophrenia 
depends on the gravity of its causes. When 
predisposition is great and precipitating 
causes irreversible, the schizophrenia will be 
permanent. Conversely, a benign and re- 
mediable cause such as bromide intoxication 
acting on a constitution not too gravely pre- 
disposed may produce a transient schizo- 
phrenia which will clear up when conditions 
once more become favorable. 

Constituting as it does a clinical picture 


which may be either permanent or transient, 
schizophrenia may be compared with a va- 
riety of other conditions, for example, epi- 
lepsy. In the ordinary “idiopathic” epilepsy 
one deals with a convulsive tendency of 
which in most cases the patient will never be 
rid: “ordinary” epilepsy, like ‘‘ordinary” 
schizophrenia, tends to be permanent. In 
other cases convulsions occur only during a 
circumscribed physical illness, as in a child 
with fever or a woman with eclampsia. 
These cases too, for all their transiency, are 
cases of epilepsy (in the scientific use of that 
term), but they are cases in which predis- 
position is weak enough and exciting causes 
remediable enough to permit recovery. 


MIscELLANEOUS REMARKS 

Bromide syndromes.—There are two ways 
to approach the study of the symptomatol- 
ogy of an intoxication: (1) one might sim- 
ply make up a long list of all the symptoms 
known to occur (thus, in bromide intoxica- 
tion—lethargy, restlessness, depression, fear, 
delusions, hallucinations, disorientation, 
etc.), or (2) one might consider the various 
syndromes producible by the intoxication. 
The second is the better way. To see how 
misleading the first way is, consider the 
analogy of a physician who wrote that pneu- 
mococcic infection may cause these symp- 
toms: cough, stiff neck, pain in the chest, 
violent headache, etc. No one would be 
satisfied with such a mere listing, which 
ignores the tendency of certain symptoms to 
occur in constellations. What one wants to 
know is, What syndromes can the pneumo- 
coccus produce? It can produce a pneumonia 
(cough, pain in chest, etc.), a meningitis 
(headache, stiff neck, etc.), and so on. Simi- 
larly bromide intoxication produces, not a list 
of symptoms as long as this page, but a va- 
riety of syndromes, of which four are now 
known, each of which has its own constel- 
lation of symptoms and characteristic stamp. 

Importance of routine bromide tests.— 
Every psychiatric patient ought to have a 
quantitative serum bromide determination 
routinely on admission to hospital. It is not 
enough to do the test in selected cases, for 
sometimes one does not suspect intoxication 
until the bromide has had time to vanish from 
the blood and chemical verification is no 
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longer possible. It is in the bromide schizo 
phrenias—more so than in the deliria—that 
one is apt to overlook the bromide factor. In 
an unexplained delirium the experienced 
psychiatrist will always remember to rule out 
bromide. It is different with bromide schiz: 
phrenia, which resembles other schiz 
phrenias so closely that even the most alert 
will be misled. Consider the following sam 
ple case. An eccentric schizoid woman, undet 
the influence of emotional stress, becomes 
nervous and starts to take bromide. Medica 
tion is not carefully controlled, and soot 
there is an intoxication which manifests itsel! 
in an increase in previous symptoms and in 
the appearance of new ones such as inactivity 
and dullness. She neglects her work and 
withdraws from her friends. Presently she 
begins to have hallucinations and ideas of 
persecution of the type described previously 
in this report. If the physician does not know 
that she has a bromide intoxication, and does 
not know that this intoxication can produce 
just such a picture, is it any wonder that he 
makes a diagnosis of ordinary schizophrenia, 
which, when to everyone’s surprise she re 
covers, is altered iv read “schizophrenic 
episode”’? 

The recognition of bromide schizophrenia 
is especially important today, when so much 
attention is being paid to shock treatment. 
Shock treatment sometimes produces quick 
and dramatic “cures,” especially in cases of 
recent onset. But cases of recent onset 
might have been cases of bromide schizo 
phrenia, which would have cleared up any 
way (provided the drug was stopped). One 
wonders to what extent the statistics of shock 
treatment have been vitiated by the unwitting 
inclusion of toxic schizophrenias 
would have cleared up anyway. The one 
toxic schizophrenia whose presence or ab 
sence can be accurately determined is that 
due to bromide, and every psychiatrist deal 
ing with acute cases ought to be cognizant 
of it. 


which 


SUMMARY AND CONCLUSIONS 


A bromide psychosis is one which starts 
during bromide intoxication and clears up 
fairly soon—usually several weeks, though 
sometimes longer—after discontinuance of 
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rmarks of an “‘ordi- 


phrenia, from which it 
liffers only in that it is a transient psychosis 
which has supervened during bromide in- 
xicatiot 
Sometimes a brot schizophrenia is ac- 


companied by disorientation, a symptom 
loes not belong to the schizophrenic 
it is believed that the 
rromide schizophrenia came first, and that 
because the 


drug was not stoppe Such cases are to be 
distinguished from those “ordinary” schizo- 
phrenics who, because of pre-existing psy- 


chotic symptoms, start taking bromide and 
take it long enough to become delirious. 
Anyone who takes enough bromide may be- 
is nothing remark- 


able when this happens to an ordinary schizo- 


phrenic. It is quite different with the patient 
who was not manifestly schizophrenic until 
bromide made her so 


Bromide schizophrenia differs from bro- 
mide delirium and hallucinosis in the follow- 
ing respects (leaving aside for a moment 
the basic difference between delirium and 
other psychoses in respect to orientation) : 

1. Bromide schizophrenia occurs by pref- 
erence in persons with strong schizoid lean- 
ings, while delirium and hallucinosis show no 
such preference 

2. The characteristic schizophrenic distur- 
bance of rapport is not found in delirium and 
hallucinosis. 

3. The content of the schizophrenia, as 
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in any ordinary schizophrenia, has a flavor 
of the bizarre: ideas of influence and mind- 
reading, ideas of electricity and somatic dis- 
tortions are apt to be prominent. 

4. In schizophrenia the patient’s delusions 
and hallucinations are marked by heightened 
self-reference, which is not the case to the 
same degree in delirium and hallucinosis. 

It is concluded that bromide intoxication 
has the power to bring to the surface a latent 
schizophrenia, which, when favorable con- 
ditions have been restored, may once again 
go into hiding. In this respect bromide 
intoxication resembles many other intoxi- 
cations. 

It is wise to examine the serum for bro- 


mide routinely in every acute psychosis, 
rather than to do so only “when indicated.” 
If the test is not made routinely, one will 
overlook some cases, for sometimes one does 
not suspect a bromide psychosis until an un- 
expected recovery has opened one’s eyes, at 
which point it may be too late to verify the 
diagnosis chemically. 
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ORBITAL CORTEX SYNDROME FOLLOWING LEUCOTOMY 
F. REITMAN, M.D., D. P.M 
Netherne Hospital, Coulsdon, E1 


After prefrontal lobotomy certain signs of \ 15 year range 2-7). The pa- 
frontal lobe deficiency have been described II lin and/or electric 
of which boastfulness, diminished inhibition, vulsive treatment, and some of them pro- 
impairment of synthesis and planned initia red narcosis treatment, but all had re- 
tive, and laziness are perhaps the best know ned refractory to these therapeutic mea- 
As Nichols and Hunt? emphasised, the aj re 
pearance of these symptoms covers up thi The preoperative measures were as fol- 
pre-existing psychotic symptomatology and, lows: The | was completely shaved; the 
during rehabilitation, the personality tries t preoperative medication consisted of 1/75 
reintegrate itself between the two groups of rain of atropin, and t ubsequent gas and 
symptoms. Recovery then is the favourab! en anaesthesia was preceded by avertin. 
balance of the dual symptomatology. incision was made 3 cm. behind the ex- 

With these considerations in mind an ternal angular pros nd 3 cm. above the 
attempt was made to study the orbital cortex e anterior end of the temporo- 
syndrome presented by patients in whom a irietal suture v x] | and a small tre- 
section of the orbital connective system had — Phine ho! le anteriorly 1 the suture line. 
been made. The operation is referred t : . ed crucially, By this tech- 
“orbital leucotomy.” The clinical justif sia ylvian vessel be ume visible at 


trephine hole 
was entered approximately at 
e leucotome (Mc- 


tion for this operation was based on observa 
tions of Freeman and Watts (1942), 
noticed that “cores in the lower part of tl 


good results, than cores placed in the upper 
part of the frontal lobe.” Whilst Dax and wy wy 
the lower quadrants of the pre-frontal white of the operation cases 
matter were sectioned. Dax and Radley- o¢,, 18 hours, but they were markedly rest- 
Smith (1946) reported also on the “orbital — joce for 4] st 8 hours. drowsy and moder- 
cut,’ on over 26 mixed cases, and the ma ely confused for 3-4 days after the opera- 
terial analysed below formed a part of their tion. Cases with preoperative excitement 
case material. returned to their morbid behaviour pattern 
the third postoperative day. 
CasE MATERIAL AND TECHNIQUE Neurological complications were transient: 


. . , Re 5 cases spastic tendon jerks and upgoing 
This consisted of 22 patients, 18 females toes were seen for 24 hours, and in 2 cases 

and 4 males. In particular the diagnostic gjs+rreq speech for the same period. 1 case, 

groups were: 5 hebephrenias, 4 simplex, 6 4 cchizonhrenia simplex, exhibited, apart 

catatonic, 3 paranoid schizophrenias and 4 from upgoing toe, apathy and slowed down 

paraphrenias. The average age of the whole cerebration for 6 weeks. Otherwise no in- 

group was 30 years (range 19-52). The  tellectual deterioration was noticed in any of 

premorbid personality of the cases was poor the cases following operation. : 

in 36%, and in a corresponding percentage | 

mental illness in the family had been ascer RESULTS 


17 


tained. The average known duration of ill 
[he present paper discusses “immediate 


1 Quoted after Freeman and Watts. results only, which became apparent from 3 
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to 6 weeks after the operation. The shortest 
postoperative observation of the reported 
cases is 12 weeks. Final evaluation can only 
be ascertained after long ‘follow up” peri- 
ods; but in our experience of these cases the 
ones which did not show improvement within 
6 weeks had remained unchanged up to 8 
months after the operation. 

The operative results may be grouped into 
first the social adjustments, 
which includes the cases who have been dis- 
charged or who are learning a new occupa- 
tion and who would otherwise be discharged 
and are not in need of further treatment. 
Secondly: institutional adjustment, denoting 
cases who, prior to operation, had to be kept 
in closed wards under constant supervision 
and who are now in open villas, partaking in 
the social club activities, but who so far re- 


three categories: 


TABLE I 
Postoperative adjustment 
Institu- 

Type No. Social tion None 
4 2 I I 
5 3 I I 
4 2 I I 


main incapable of adjusting themselves out- 
side the institution. Thirdly: 
slight or no postoperative improvement. 

In analysing and relating the clinical data, 
it seems that no correlation can be made re- 


cases showing 


garding the age, premorbid personality or 
duration of illness with the favourable or 
unfavourable results, nor has any such cor- 
relation yet been achieved by other workers. 
The correlation of diagnostic sub-groups to 
the results obtained is illustrated in Table I. 
This shows social improvement in only 32% 
and institutional improvement in 14% ; these 
results compare unfavourably with the re- 
ported recovery rates of other workers. 

On the other hand, it should be remem- 
bered that leucotomy (or lobotomy) is not 
directed towards amelioration of diagnostic 
entities, but rather towards the relief of cer- 
tain symptoms. With this in mind, the case 
material was re-examined from a symptoma- 
tological point of view. It was found that the 
preoperative psychotic symptoms common to 
the cases which responded well to orbital 
leucotomy were: indecisiveness, depersonali- 
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sation, blockage of thought and some per- 
plexed anxiety; they exhibited vague, 
dreamy attitudes, lack of initiative and pro- 
gressive withdrawal. On the other hand, 
cases which exhibited excitement, restless- 
ness and aggressiveness, or showed an agi- 
tated picture with marked tension did not 
respond to the type of operation as outlined 
above. Table II illustrates these points ; ? it 
also suggests that cases which have been de- 
scribed as having poor outlook from the 
usual leucotomy viewpoint, respond favour- 
ably to isolation of the orbital cortex. This 
also explains why Freeman and Watts ob- 
tained negative results after dividing the 
orbital connections only; their cases ex- 
hibited distress, agitation and great tension. 
Postoperatively, they also showed a greater 


TABLE II 
Postoperative adjustment 
Institu- 
Type No. Social tion None 
Vague, dreamy, in- 
ClO. 9 5 3 I 
Deluded, depressed, 
4 2 2 
Excited, aggressive, 
impulsive, etc. ... 9 9 


intellectual deficit, and the reorganisation of 
the personality after operation was less com- 
plete. It should be recalled, that in the Free- 
man and Watts technique fibres to the con- 
vexity of the cortex are undercut and not 
those to area 10, 11 and 12 (R. Cohn, 1945). 
If one agrees with Cobb (1943) that the 
basal cortex represents more the emotional 
integration and the convexity of the frontal 
lobe the intellectual integration, the absence 
of gross personality disturbances after orbital 
leucotomy can be explained. The sympto- 
matology of Hofstetter’s cases is not reported 
in detail, consequently his results remain 
incomparable. 

For the sake of brevity only three case 
extracts illustrating the response to orbital 
leucotomy are given. 


Case 1.—E. S., aged 25, schizophrenia simplex. 
She comes of a sound stock and had fairly good 
premorbid personality. Five and a half years ago 


* Cases exhibiting depressive symptoms have not 
been analysed, as they should be grouped with non- 
schizophrenic depressive states. 
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she became solitary and exhibited blockage of 
thought. Though she appeared depressed and i 
was thought that but for lack of initiative, s! 
might have become suicidal, her emotions weré¢ 
dulled. In spite of convulsive therapy and insuli 
treatment she deteriorated progressively, became 
more solitary, talked only in telegram style and was 
ultimately unable to give an account of hersel 
Orbital leucotomy was performed on 29.12.45. Fiv 
days after the operation she greets the doctor smil 
ingly: “I have a bone to pick with you. Why did 
you have to cut my hair off, and why did you cut 
me on both sides? Anyhow, I am glad you cut « 
those silly love ideas from my head... .”’ and s 
on. Fourteen days later she was in another ward, 
still exhibited a pressure of talk, did any work s| 
could, almost forcing her help on the nurses. The: 
was no sign of introverted tendencies, and she sa 
she was very happy and wanted to have more to do 
Six weeks later, in one of the open villas, sh 
rather bullied her fellow patients, but in a pleasant 
inoffensive manner. She discussed the operat 
on several occasions, and noted with delight tl 
she was better and “the whole past is better f 
gotten.” She was described by the oth 
sociable, cheerful and a good worker. As she kept 
up her improvement she was discharged four mont] 
after the operation. 


ers 


CASE 2.—T. W., aged 23 years. Hebephrenia 
She comes of a good stock and had a very g 
pre-psychotic personality. Was serving in the 
W.R.N.S. when after a bombing her first attack 
commenced. She was transferred to a service hi 
pital where the diagnosis was established. Had 
electrical convulsion treatment but did not respond 
to it. When admitted to Netherne as a civilian, 
she was markedly introverted, hardly answered 
questions except in telegram style. She neglecte 
her appearance and giggled frequently for no ap 
parent reason, and was lacking in initiative. Hav 
ing been refractory to all attempted treatment 
orbital leucotomy was performed. Seven days after 
the operation her giggling disappeared and has 
never returned. She was able to give a good 
count of her past history but was disinclined 1 
discuss her illness. During the next few weeks 
she became increasingly active, but in a “restless” 
manner. She started off with one activity, dropp 
it easily to turn to something else, i.e., drawi! 
needlework, help in the ward, etc. Two months 
after the operation she forced her company « 
others with unnatural gaiety, and made herself 
nuisance in the patient’s social club. At the time 
of reporting her personality reintegration is mors 
or less established. Although she is carefree and 
extroverted and shows no signs of lack of initiative 
her recovery remains an institutional one. 


CasE 3.—S. T., aged 23. Hebephrenia. Comes of 
a sound stock but had a bad prepsychotic personal 
ity. Her illness commenced 3} years prior to opera 
tion. She developed uncoordinated restlessness, 
showed bizarre mannerisms and was liable to ag- 
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ve actions. She neglected her 
| 1 excessively. Previous 
hout result. Orbital 

5.3.46. She remained 

the operation and 
s of orbital leucotomy 
ould not carry 
she laughed, giggled and 

he felt lil jumping over the moon.” She 
na crud nd dissociated way and 
imate nd the nursing staff. In 
! vement followed 
his case evi- 


the not recovered group. 


wing the orbital leucotomy three fea- 
matology produced are 
more marked than following the conventional 
ntal leucotomy. These are: extrover- 
ncreased motor tivity and euphoria. 
y similar to Ry- 

1 On patients who 
region after lobot- 
omy; these latter cases exhibited euphoria, 


anders (1939) obser 


st part ol their orbital 


estlessness and lack restraint. Of earlier 
linical } »? 4 ‘ 
clinical observations Spatz’ (1937) findings 
on Pick’s « ase denoted similar symptoms 


when the orbital and temporal cortex were 
involved: such cases exhibited restlessness, 


euphoria and talkativeness. Of the experi- 
Ruch and Shenkin (1943) 


demonstrated that bilateral ablation of area 


mental results, 


13 produces hyperactivity. 

In an attempt to correlate the clinical syn- 
increased motor ac- 
tivity and euphoria) to neural levels, the 
operation was carefully reproduced on post- 
mortem material as Dax reported. It re- 
vealed that the operative cut lies basally and 
medially in the frontal lobe, at a level of 
Brodmans areas 24 and 32 on the medial; 
oS, 6. 40, 45, 47 on the convex; II, I2 on the 
basal surfaces of the hemispheres. The con- 


drome (extroversion. 


nective fibres most probably severed included 
the thalamo-cortical radiation to areas 10, II, 
12 and part of those connecting area 46. It 
may be that some fibres to area 13 were dam- 
aged ; to a greater extent the uncinate fascic- 
ulus was severed, and the callosal radiation 
was incompletely severed. It seems that the 
greater part of the orbital cortex was isolated. 
The emphasis is always laid on the severance 
of the thalamic radiation from the magno- 
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cellular part of the dorsomedian nucleus; 
yet it seems that the connecting pathways to 
the temporal lobe may have neuropatho- 
logical significance in evaluating the “or- 
bital”” syndrome. McCulloch (1944) demon- 
strated that area II fires to area 38 and it 
is known that the uncinate fasciculus con- 
nects II and 12 to the same temporal region. 
Spatz’ observations as quoted above included 
involvement of the temporal areas; Head 
and Holmes attributed feelings of deperson- 
alisation to irritative phenomena of the tem- 
poral areas, and Kluver and Bucy (1938) 
noted diminished fear and anger responses 
after bilateral temporal lobectomy on mon- 
keys. This evidence supports our clinical 
observations that the severance of orbito- 
temporal inter-relations may play a greater 
part in ameliorating certain mental symp- 
toms than has hitherto been supposed. 


SUMMARY 


1. The orbital cortex was partly isolated 
on 22 schizophrenics, and good response was 
observed where there were symptoms of in- 
troversion, blockage, emotional dulling and 
depersonalisation present. 


2. The isolation of the orbital lobe pro- 
duced a triad of symptoms described as: ex- 
troversion, increased motor activity and 
euphoria. 

3. It was emphasised that the new symp- 
toms produced, balance well with the pre- 
existing psychotic symptoms. 
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IRRELEVANT AND METAPHOR 


INFANTILI 
LEO KANNER, M 


During the past few years, I have had 
occasion to observe 23 children whose ex 
treme withdrawal and disability to form th 
usual relations to people were noticed fr 
the beginning of life. I have designated this 
condition as “early infantile autism.” Pl 
nomenologically, excessive aloneness and an 
anxiously obsessive desire for the preserva 
tion of sameness are the outstanding chat 
acteristics. Memory is often astounding. 
Cognitive endowment, masked frequently by 
limited responsiveness, is at least average. 
Most patients stem from psychometrically 
superior, though literal-minded and obses- 
sive, families. 


This condition offers fascinating problems 
and opportunities for study from the points 
of view of genetics, of the psychodynamics of 
earliest parent-infant relationship, and of its 
resemblances to the schizophrenias. Among 
numerous other features, the peculiarities of 
language present an important and promis- 
ing basis for investigation. I should like 
to mention briefly the “mutism” of 8 « 
the 23 children, which is on rare occasions 
interrupted by the utterance of a whole sen 
tence in emergency situations; the use of 
simple verbal negation as magic protection 
against unpleasant occurrences; the literal- 
ness which cannot accept synonyms or dif 
ferent connotations of the same preposition ; 
the self-absorbed inaccessibility which has 
caused most of the parents to suspect deaf- 
ness; the echolalia-type repetition of whole 
phrases; and the typical, almost pathogno 
monic, pronominal reversals which consist 
of the child’s reference to himself as “you” 
and to the person spoken to as “TI.” 

Frequently these children say things which 
seem to have no meaningful connection with 
the situation in which they are voiced. The 
utterances impress the audience as “nonsensi- 
cal,” “silly,” “incoherent,” and “irrelevant.” 
These are the terms used by the report- 


1 Read at the 102d annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 27- 
30, 1946. 
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around with 


ICAL LANGUAGE IN EARLY 
AUTISM 
BALTIMORE, Mp 


rents, physiciat ind nursery school 


We were fortunate in having opportunities 


f these “irrelevant” phrases to 
! r nd to learn that, whenever 
tracing was ] ble, the utterances, 


of place in 
e definite mean- 
to illustrate this with a 


Paul ( while observed at our clinic at 
g: “Don't 
here was 
her a dog not balcony around. The 
k tl t irrelevant. It was 
hree years previously he had 

the balcony 

otel at which the family was 


VCa ive, Wa eard sayin 


His mother, tired of retrieving the 
id said to him, with some irritation: 
Don’t throw the dog off the balcony.” 


ver tempted to 
e words to ad- 


ne\ 


Peter eater’ was another of Paul’s 

expressions. It 
med to have no association with his ex- 
His mother re- 
wo years old, she 
rhyme 
while 
just then she 


nursery 


ut reter, reter, DumpkKin eater, 


Pl aucepan. Ever since that day 
Paul chanted the words “Peter eater” when- 
r he saw anythi esembling a saucepan. 


ere was, indeed, in the playroom a toy 
It was 


saying these 


tove on which sat a miniature pan. 

ted then that Paul, while 
words, glanced in the direction of the stove 
ind finally picked up the pan, running wildly 


it and chanting “Peter eater” 


over and over again. 


John F., at five years of age, saw Web- 


ster’s Unabridged Dictionary in the office. 


He turned to his father and said: “That’s 


where you left the money.” In this instance 


the connection was established by the fact 
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that John’s father was in the habit of leav- 
ing money for his wife in the dictionary 
which they had at home. Upon being shown 
a penny, John said: ‘‘That’s where play ten 
pins,” as a sort of definition of penny. His 
father was able to supply the clue. He and 
John played ten pins at home with a chil- 
Every time that John knocked 
over one of the ten pins, his father gave him 
a penny. 


dren’s set. 


Elaine C. had been surrounded in her in- 
fancy with toy animals of which she was very 
fond. When she cried, her mother used to 
point out to her that the toy dog or toy rabbit 
did not cry. When Elaine was seen at seven 
years of age, she still kept saying when she 
was fearful and on the verge of tears: 
“Rabbits don’t cry.” “Dogs don’t cry.” She 
added a large number of other animals. She 
went about, when in distress, reiterating the 
“Seals don't 

“Crayfishes 
She came to use the names of 


seemingly irrelevant words: 
cry.” “Dinosaurs don’t cry.” 
don’t cry.” 
these and other animals in a great variety 
of connections. 

Jay S., not quite four years old, referred 
to himself as “lum” whenever his veracity 
was questioned by his parents. The mystery 
of this “irrelevance’’ was explained when 
Jay, who could read fluently, once pointed to 
the advertisement of a furniture firm in the 
newspapers, which said in large letters: 
“Blum tells the truth.” Since Jay had told 
the truth, he was Blum. This analogy be- 
tween himself as a teller of the truth and 
Blum does not differ essentially from the 
designation of a liar as Ananias, a lover as 
Romeo, or an attractive lad as Adonis. But 
while these designations are used with the 
expectation that the listener is familiar with 
the analogy, the autistic child has his own 
private, original, individualized references, 
the semantics of which are transferable only 
to the extent to which any listener can, 
through his own efforts, trace the source of 
the analogy. 

The cited examples represent in the main 
metaphorical expressions which, instead of 
relying on accepted or acceptable substi- 
tutions as encountered in poetry and con- 
versational phraseology, are rooted in con- 
crete, specific, personal experiences of the 
child who uses them. So long as the listener 


has no access to the original source, the 
meaning of the metaphor must remain ob- 
scure to him, and the child’s remark is not 
“relevant” to any sort of verbal or other 
situational interchange. Lack of access to 
the source shuts out any comprehension, 
and the baffled listener, to whom the re- 
mark means nothing, may too readily assume 
that it has no meaning at all. If the meta- 
phorical reference to Ananias, Romeo or 
Adonis is not understood, dictionaries, en- 
cyclopedias or informed persons can supply 
the understanding. But the personal meta- 
phors of the autistic children can convey 
“sense” only through acquaintance with the 
singular, unduplicated meaning which they 
have to the children themselves. The only 
clue can be supplied by the direct observa- 
tion and recall of the episode which started 
off the use of each particular metaphorical 
expression. 

Occasionally, though not very often, a 
chance gesture or remark of the child himself 
may lead to the understanding of a metaphor. 
This was the case when Jay S. happened to 
point to the Blum advertisement. This was 
also the case when five-year-old Anthony F. 
solved the puzzle of his frequently expressed 
fondness for “55.” On one occasion, he 
spoke of his two grandmothers. We knew 
that one of them had shown little interest 
in him, while the other had reared him with 
much patience and affection. Anthony said: 
“One is 64 [years old], and one is 55. I 
like 55 best.’’ The seemingly irrelevant pre- 
occupation with a seemingly arbitrary num- 
ber can now be recognized as being heavily 
endowed with meaning. It is Anthony’s pri- 
vate way of expressing affection for his 
grandmother. 

This phenomenon of metaphorical substi- 
tution is very common among our autistic 
children. Donald T., at seven years of age, 
was asked the Binet question: “If I were 
to buy 4 cents worth of candy and give the 
storekeeper 10 cents, how much money would 
I get back?’ He obviously knew the answer. 
His reply, however, was not “6 cents” but: 
“T’ll draw a hexagon.” Two years previously, 
at 5 years of age, Donald had been scribbling 
with crayons; all the while he kept saying 
seriously and with conviction: “Annette and 
Cecile make purple.” It was learned that 
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Donald had at home five bottles of paint. Hi: 
named each after one of the Dionne quintuy 
lets. Blue became “Annette,” and red 
came “Cecile.” After that, Annette becat 
his word for blue, and Cecile for red. Purple, 
not being one of the five colors, remained 
“purple.” 

It is mainly the private, original frame of 
reference which 
seem peculiar. We witness similar processes 
in the introduction of trade names for pet 
fumes, wines, cigarettes, cigars, paints and 
many other items. Etymology abounds 
similar derivations. Common usage makes it 
unnecessary to know the original source 
order to get the meaning. An ulster 
certain type of top coat whether or not you 
connect it with the county in Ireland f 
which it has its name. You need not ki 
that a serpent is a “creeper” or that 
dromedary is a “runner.” It does not mattet 
whether or not you know that filibuste: 

a corrupted form of “freebooter.”’ 

The autistic child does not depend upon 
such prearranged semantic transfers. He 
makes up his own as he goes along. In fa 
he can keep transferring and retransferring 
to his heart’s desire. Gary T., at five years, 
designated a bread basket as “home bakery 
He did not stop there. After this, eve 
basket to him became a “home bakery.” This 
was his term for coal basket, waste basket 
or sewing basket. This procedure, too, 
its etymological counterparts. The original 
meaning of “caput” is transferred from anat 
omy to anything which, literally or figura 
tively, is at the top or at the “head,” whether: 
this be “captain,” the head of a group of 
people, “capitol,” the top of a pillar, o1 
“chapter,” the inscription over a section of 
a book. The transfer does not even stop 
there, for a “chapter’’ then becomes not only 
the “heading” of the section but the whole 
section itself. 

From these observations we may safely 
draw a number of significant conclusions: 

1. The seemingly irrelevant and nonsensi 
cal utterances of our autistic children art 
metaphorical expressions in the sense that 
they represent “figures of speech by means 
of which one thing is put for another which 
it only resembles.” The Greek word meta 
pherein means “to transfer.” 
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‘The abnormality of the autistic person,” 
say Whitehorn and Zipf, “lies only in ignor- 
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ing the 
only those changes which are socially accept- 
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turally, once the autistic person pursues 
his own and semantic paths of 
‘ast effort, the result may well appear to 
is perplexed auditor 
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as a disorder of mean- 
ings, or even as a disorder of association. 
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own language, without the nuisance of satis- 
fying the auditor’s needs, may employ the 
same principles of linguistic and semantic 
change as does the normal person, though 
not with the same care to insure community 
acceptance.” 

The above observations and conclusions 
gain additional importance because they give 
concrete evidence to the long-felt assumption 
that similar mechanisms prevail in the “ir- 
relevant,” “incoherent,” and metaphorical 
language of adult schizophrenics. In the 
case of the latter, the earlier and earliest 
connections and pertinences have often 
been lost irretrievably, as they have been 
even for some of the expressions of our 
children at so early an age. But the examples 
cited (and the study by Whitehorn and Zipf) 
justify the conviction that schizophrenic 
“irrelevance” is not irrelevant to the patient 
himself and could become relevant to the 
audience to the extent to which it were 
possible to find the clues to his private and 
self-contained metaphorical transfers. 
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DISCUSSION 


J. Loutse Despert, M. D. (New York, N. Y.).— 
The work of Dr. Kanner on infantile autism points 
to the need for a revision of the concept of schizo- 
phrenia. The analogies of his cases with some of 
the schizophrenic children are obvious; and the 
disease process seems to be the same. Thus, re- 
gression as a fundamental diagnostic indication 
would appear less valuable than has been previously 
reported. 

The paper just read by Dr. Kanner raises another 
fundamental issue, and one which has been grossly 
neglected in spite of numerous studies of language 
and thinking in the schizophrenias. I refer to the 
affective substratum of language function and de- 
velopment. As reported by Dr. Kanner, the ma- 
jority of his autistic children come from “psycho- 
metrically superior though literal-minded and ob- 
sessive families,” and it can be assumed that there 
was a profound disturbance in the parent-child 
emotional relationships from the earliest stages of 
the infants’ language history. Another observation, 
made on the speech and language function of schizo- 
phrenics, undoubtedly applies to these autistic chil- 
dren, although I do not recall that it has been 


reported ; and again this is related to the disturbance 
of the parent-child emotional relation: in all young 
schizophrenic children speech presents peculiarities 
which, however varied, have one common charac- 
teristic—the voice lacks that emotional tone which 
stamps the individual as himself and unlike others ; 
it is often described as unnatural, peculiar; it lacks 
expressiveness and often does not seem to belong to 
the personality. 

Pichon, in his studies of language development, 
has pointed out that the first and foremost require- 
ment for language to arise and develop is what he 
calls “la fonction appetitive’—the appetition for 
language. This is indeed a very apt term, meaning 
literally “the direction of desire towards an object 
or purpose” (Oxford Dictionary) ; it expresses the 
urge of the individual to express himself in lan- 
guage symbols and phonetic signs for purposes of 
communication. Appetition for language is mani- 
fested in infants long before language is constituted 
and sentence formation in its most rudimentary 
form appears. In fact, it can be said that it precedes 
the first phonetic forms and represents the first 
stage of speech as a méarts of communication. This 
appetition for language is conspicuously lacking in 
the autistic and schizophrenic child, even though 
coincidentally the child may have acquired an ex- 
tremely large vocabulary. Appetition for language 
is in close association with, if it does not determine, 
the emotional tone of speech. 

Dr. Kanner, in his careful obseryation and analy- 
sis of the semantics of autistic children, has indi- 
cated that the transfer of meaning is accomplished 
through substitutive analogy, generalization and 
restriction. It must be stressed that these mecha- 
nisms are all operating in the course of language 
development in the young normal child. They are, 
however, so transitory as to pass almost unnoticed. 
They are noted before that structuralization of 
language which permits adequate identification of 
individual symbols. When the normal 14 to 2-year- 
old child says “Mummy” as he handles some familiar 
object which he identifies with his mother, he uses 
analogy through restriction. It is not very long, 
however, before he readily makes the distinction 
between the two. It is highly probable that it is the 
very emotional experience involved in his relation 
to his mother as love object which makes it possi- 
ble to establish the distinction between individual 
symbols. 

The autistic child, even to a greater degree than 
the schizophrenic child, does not have adequate 
human relationships on an emotional basis. Five- 
year-old Anthony, who is said to be fond of his 
grandmother, has probably not achieved with her a 
full love object relation. It is as though he were 
identified with part of the love object rather than 
the whole, which the normal 14-year-old very 
rapidly achieves. Why “55” was selected by An- 
thony from the many possible symbols associated 
with his grandmother probably cannot be ascer- 
tained, but it is quite likely that a personal experi- 
ence of the same nature as that reported in the case 
of the “Peter eater” of Paul is involved. Excessive 
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affect binding of the symbol in terms of a 1 


experience is probably accountable for these “‘irt 


vant and metaphorical” language expressions. 
are frequently found in the records of scl 


children who, contrary to the autistic child 


developed a language structure prior to the ons 


their ilmess> Wien 8-year-old Joan refers 
father as “the man who sleeps here and 
and eggs in the morning that man,” or wl 

old Peter, referring to his grandmother, say 
is another kitchen on the other 


side,” 


schizophrenic children exhibit apparently irre] 


and metaphorical la 
In an earlier pub 
the history of schizophrenic children ther 


nguage expression. 
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found early dissociative phenomena which w 


the nature of a disturbed integration of lar 
sign_and language-function. This w 

true of the schizophrenic children with 
onset. This group, incidentally, is the one 
ing the greatest similarity with the child: 
scribed by Dr. Kanner as autistic. Neol 
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the treatment 
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GLUCOSE TOLERANCE IN CHRONIC ALCOHOLISM * 


SAMUEL C. 


KARLAN, M.D., Fiusuine, N. Y., ann CLARENCE COHN, M.D., 


Cuicaco, ILL. 


Since the incidence of alcoholic intoxica- 
tion has been increasing markedly in recent 
years, the writers considered it of value to 
some carbohydrate 


investigate aspects of 


metabolism in 50 cases of chronic alcoholism. 


METHOD 


A chronic alcoholic was considered to be 
any person who drank to such a degree that 
interfered with his work and home life 
and who could not stop drinking. The case 
material presented was obtained from the 
neuropsychiatric section of a station hospital. 
\lthough some of the patients were admitted 
wrhil 


it inte 


while intoxicated, the laboratory examina- 
tions were performed after the effects of 
the alcohol had subsided. 


patient was 
an intravenous glucose tolerance test 
The pa- 
tients were prepared for the study in ac- 

with the recommendations made 
by Conn(2), consisting of a diet containing 


technique(1I). 


utilizing Soskin’s 
cordance 


at least 400 grams of carbohydrate daily for 
A 50% solu- 
was given intravenously in 


7 
ot glucose 


14 gram of glucose per kilo- 
Micro-blo¢ 


the dosage of 
gram of body weight. 
were performed on capillary blood by the 

4) technique, 
utilizing a zinc hydroxide precipitation of 
This method blood 
sugars which approximate true blood sugar 


sugars 
Somogy-Shaffer-Hartmann ( 3, 


proteins(5). yields 
values with normal fasting values ranging 
These values 
than 
values given by tungstic acid precipitation 


between 60 and go mgm%. 


are approximately 20 mgm% _less 


methods, the commonly used technique. 


RESULTS 


In this test, the blood sugar should return 
to a level not higher than 5 mgm% above 
the fasting value within one hour. We con- 
sidered any value higher than that an evi- 

1 This work was done while the writers were on 
active duty in the Army of the United States at 
Boca Raton Field, Florida. 


dence of decreased tolerance or possible liver 
If the blood sugar fell below 50 
mgm% during the course of the test, or if 


disease. 


TABLE I 


TOLERANCE TESTS OF ALCOHOLICS WITH 
INCREASED TOLERANCE 


GLUCOSE 


The values given are true blood sugars with nor- 
mals about 20 mgm less than standard values 


= = = = 
64 55 so 38 
Be Sates 62 QI 66 61 49 69 71 
60 100 49 4! 44 50 
55 110 64 58 56 2 45 
eee 61 105 90 45 30 48 2 
Bos exes 68 48 60 68 48 45 40 
> 66 133 78 41 40 45 46 
a 36 71 44 4I 4 36 22 
Boiss 47 03 57 63 68 50 53 
re 67 148 82 60 48 61 68 
7 ee 90 133 71 49 2 53 55 
81 135 72 56 47 54 57 
81 137 101 61 65 48 
163 100 63 47 46 52 
ee 78 142 83 55 46 65 66 
eee 82 134 59 61 65 38 49 
1) oe 71 218 107 90 68 47 40 
te 73 44 5é 67 71 60 55 
73 58 5I 64 7 73 71 
84 67 63 72 7 7 81 
Siaiten 77 157 06 66 56 49 89 
22 65 67 70 71 78 


TABLE II 


GiucosE TOLERANCE TESTS oF ALCOHOLICS WITH 
DECREASED TOLERANCE 
IOI 187 169 125 £102 8 56 
84 175 121 86 69 70 71 
reaver 87 160 126 97 63 64 59 
Bistros 50 118 04 87 70 65 55 
aa 56 142 98 7 59 80 74 


the blood sugar fell very rapidly, we con- 
sidered it evidence of increased tolerance. 
Of our 50 cases, 22 showed evidence of 
increased tolerance (Table I). Five cases 
showed decreased tolerance (Table II). The 
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cases were classified into 17 psychoneurotics, 
26 inadequate personalities and 7 mental 
defectives on the basis of psychiatric an 
Rorschach examinations (to be described 
in a future paper). Table III describes the 


TABLE III 


GLUCOSE TOLERANCE DISTRIBUTION AMONG 
Various Types OF ALCOHOLICS 


Glucose tolerance 


In- De- Nor 

creased creased I 
Psychoneurotic alcoholics 13 re) 4 
Inadequate personalities ... 5 3 18 
Mental defectives ......... 4 2 I 


distribution of the glucose tolerance reactions 
among our various categories of patients 
It is to be noted that the increased toleranc« 
occurred mainly in the psychoneurotics and 
the mental defectives. 


COMMENT 


Increased glucose tolerance has not bee: 
previously observed in chronic alcoholics 
Tucker and Porter(6) observed hypogly 
cemia in 4 cases immediately following acut: 
intoxication but attributed it to some con 
taminant in the liquor consumed. Voegt 
lin(7), using the oral test, found decreased 
glucose tolerance in alcoholics. Decreased 
glucose tolerance would be expected in many 
alcoholics as this is a frequent sign of im- 
paired liver function. However, this finding 
was observed in only 5 of our cases. Other 
liver function tests were done in 3 of these 
cases but yielded no evidence of impairment 
of hepatic function. Because increased tol- 
erance occurred so frequently in our psy- 
choneurotic alcoholics, this test was per- 
formed on about 100 other cases of 
psychoneurosis who were not alcoholic. Only 
7 cases of increased tolerance were seen 
in this group. It does not appear therefore 
that psychoneurotic symptoms could be 
responsible for this finding. 

We cannot definitely explain why in- 
creased glucose tolerance and hypoglycemia 
should occur so frequently in chronic alco- 
holics. Psychiatric patients of all types fre- 
quently show deviations in metabolic tests. 
In addition, dietary deficiencies associated 
with alcoholism are at times etiologic factors 
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function and may 
f the hepatic regulation of 
We do not 

lieve that hypoglycemia leads to alcoholism 
after 
It is known 


1 

however be- 
ce the patients drink at all times, 
to feelings of 
This 
concomitant 


Clitdl 11s \\ ( aggravate 


tness, restle ness ind hunger. 


the in- 
urit the alcoholic and 
alcohol. 
rey, can relieve 
te degree. In this way, 
1 set up a vi- 
cious cycle which will increase the addiction 


Side 
te holic states have long been 
carl ns among 
measure n view of our findings 
th respect to glucose tolerance, it would 
e well to watch the cl Icoholic as well 
| prescribe frequent feedings to prevent 
hypoglycemia that might occur. 
\ \ 
Glucose t ice studies in 50 chronic 
( ics S € seq tolerance in 
o% of the cases and increased tolerance in 
+ f the c: Che de e of hypogly- 
| ypogty 
cemi its e in the aggravation of ten- 
1 state holism should be 
nsidered in its therap 
LIO¢C PH\ 
Soskin, S: Endocri1 isturbance in the regu- 
n of the blood sugar. Clinics, 1: 1286, 1943. 
( }. W. Interpretation of glucose toler- 
e test: necessity of standard preparatory diet. 
‘ J. Med. Sc., 199 10 


3. Shaffer, P. A., and Hartmann, A. F. II. 
I for tl ermination of reducing sugars 
od, urine and other solutions. J. Biol. Chem., 


preparation 
blood filtrates for the determination of sugar. 
5. Somogyi, M. Notes on sugar determination. 
J. Biol. Chem., 70: 599, 192¢ 
George-Tucker, H. S., Jr., and Porter, 
W. B. Hypoglycemia following alcoholic intoxi- 
ition. Am. J. M. Sc., 204: 550, 1942 
7. Voegtlin, W. L., O’Hollaren, P., and O’Hol- 
laren, N. The glucose tolerance of alcohol addicts. 
Quart. J. Studies on Alcohol. 4: 163-182, Sept. 1943. 
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REPORTS OF COMMITTEES 


The following reports of committees were 
presented to the Association and approved 
by it during the convention sessions in Chi- 
cago, Illinois, May 27-30, 1946. 


REPORT CONCERNING AMERICAN BOARD OF 
PSYCHIATRY AND NEUROLOGY 


May 27, 1946 


The Council of The American Psychiatric Asso- 
ciation in 1945 asked that its representatives on the 
American Board of Psychiatry and Neurology make 
a study of the work of the Board and report thereon 
to this Association, since dissatisfaction existed and 
a proposal for a separate Board had been considered. 

The representatives of The American Psychiatric 
Association on the Board in 1945 were John Mur- 
ray, Karl Bowman, Harold Palmer and John 
Whitehorn. Three of these, Palmer, Murray and 
Whitehorn, held a committee meeting at Philadel- 
phia on November 18, 1945, just two days before 
Dr. Palmer’s death. The report resulting from that 
meeting was presented to the Council of The Ameri- 
can Psychiatric Association, December 18, 1945. It 
presented several suggestions for changes in Board 
practice, which were afterward presented to the 
Board by the President of this Association, Dr. Karl 
Bowman, at the meeting of the Directors of the 
Board, December 19, 1945. Some of these sugges- 
tions were accepted immediately by the Board, for 
example, the policy was adopted of making a brief 
annual report to the three organizations represented 
on the Board. Such reports have recently been sent, 
in accordance with this policy, to The American 
Psychiatric Association, the American Neurological 
Association and the American Medical Association. 

A new set of officers was elected by the Board. 
Dr. Francis J. Braceland was elected Secretary- 
Treasurer, who serves in effect as the executive of 
the Board. Because I was elected President of the 
Board, I wish to make it clear that in making this 
report at this time I am not doing so officially as 
President of the American Board of Psychiatry and 
Neurology but only as a member of The American 
Psychiatric Association representation on _ the 
Board. The other representatives of this Associa- 
tion are now Karl Bowman, Francis Braceland and 
George H. Stevenson. 

After careful consideration by a committee and 
by correspondence, the Board adopted at a meeting 
in Chicago last Thursday, May 23, 1946, a number 
of changes in by-laws concerning its policies and 
procedures in regard to certification. It is not fea- 
sible to make a complete report at this time. A 
complete statement will soon be ready. I shall men- 
tion here a few of the changes. 

The Board decided to arrange for different ex- 
aminations for those seeking certification in psy- 
chiatry and in neurology, and to increase the train- 
ing requirements of those seeking double certi- 
fication. 


The Board has also drawn up brief statements of 
the approved types of training programs for psy- 
chiatric and for neurological training. The present 
specifications read as follows: 


SECTION 6. CLASSES OF APPLICANTS 


After January 1, 1947, no certification will be 
granted without examination. 


Class A 


Applicants who graduated before the foundation 
of this Board (1934) will not be held to the strict 
interpretation of the published requirements in for- 
mal graduate training. Under such circumstances 
the Board will consider the training and experience 
of the applicant and decide whether or not he will 
be admitted to the examination. 


Class B 


Candidates graduated from a medical school after 
1934 shall fulfill the following special requirements : 


Professional Education 


1. Graduation from a Medical School in the 
United States or Canada approved by the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association. In the case of an applicant 
whose training has been received outside the United 
States and Canada, his credentials must be satis- 
factory to the afore-mentioned Council and the Ad- 
visory Board for Medical Specialties. 

2. Completion of a year’s interneship approved by 
the same Council in general medicine, general sur- 
gery, pediatrics, or a rotating internship. 

3. The nine-months wartime interneships, assis- 
tant residencies or residencies will be accepted as an 
equivalent of one year. 


Special Training 
(To be put in force January 1, 1948) 


Admission to the examination for certification in 
psychiatry or neurology requires a total experience 
of not less than five years. 

There shall be a period of three years of full-time 
study in institutions recognized by the Council on 
Medical Education and Hospitals of the American 
Medical Association, and approved by this Board as 
competent to provide training in psychiatry or neu- 
rology. A candidate may submit to the Board evi- 
dence of special training in psychiatry or neurology 
not covered in these specifications, for its evalua- 
tion and approval. 

In addition to three years of training under super- 
vision, each candidate should have two years of 
clinical practice with major responsibility for the 
care of patients. 

This training for psychiatrists should include 
clinical work with psychoneurotic and psychotic pa- 
tients, combined with the study of the basic psy- 
chiatric sciences, medical and social psychology, 
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1946] 
psychopathology, psychotherapy, and physiological that mmittee. | ee 
therapies, including a basic knowledge of the fort the: various ob- in obtain: 
function and pertinent pathology of the nervous s { portant has finding pe 
tem. This training should be supervised and gu nization to carry civilian | 
by teachers competent to develop skill and wu I tt [ think that The idea 
standing in the utilization of such basic knowl ly through a Psychiatr 
in dealing with patients. Mere factual kn te per- for Ment 
not sufficient. This training period should inclu to the assum] ‘tion of lated. Af 
instruction in the psychiatric aspects of g Foundation f operat 
medical and surgical conditions and the behay rs t that the practical evolved, ; 
disorders of children and adolescents sufficient t ] n be im- ning bod 
develop practical ability to direct the treatment of t to 1 rld affairs them app 
such conditions. It should also include collaborat ( k that the first ste a joint / 
work with social workers, clinical psychologist rther friendly and sonnel PI 
courts and other social agencies. The training pt t ne psvchiatrists the Psycl 
gram of the candidate for certification in psychiat Psychiatric Founda- nto | 
should include sufficient training in clinical neu ut the world as 
ogy to recognize and to evaluate the evider r the practical ener 
organic neurological disease. { { then it should 

The training for neurologists should be ba { 11 t of psychia The A 
clinical work with adults and children wit! trist { hould promot lowing n 
rological disorders, including the neurological « tat nt. Thus the Arthur ] 
plications of medical and surgical conditions. 1 1} isdom to bear represent 
shall be combined with study of the basic neut tion; Dr. 
logical sciences, neuroanatomy, neurophysiol 4 molishment ulso The 
neuropathology, and  neuroroentgenology n be other Frank Fi 
training should be supervised and guided by teac!l ther fields af Frederick 
competent to develop skill and understanding in t thn’ holds the key to representi 
utilization of such basic knowledge in dealing wit! here will doubt- Hygiene. 
patients. Mere factual knowledge is not suff Dr. Han 
This training should include sufficient clini 
chiatry to enable the candidate to recogni MIT 
evaluate the common psychiatric reactions. 

Candidates seeking certification in both neuro! The A 
and psychiatry or supplementary certification in « ; lott ion New Yor 
after being certified in the other, must submit « ‘ ‘ ee ember 1 
dence satisfactory to the Board of additional 6. Th 
years of full-time basic training in the supplemet the mi 
tary specialty. P 

SECTION 7. TRAINING IN THF ARMED |] ES t t tit ' my appre iation for oe 

Credit will be granted for one year of basic trait ipport given me 1 i tl é members as outlin 
ing in the psychiatric or neurologic services of t ae . — list the 


nt, I never- 


Army, Navy, Public Health Service and Veter personnel 


Administration. Further credit for basic traini: M assist vet 
will be granted only if the training has been received inding st 
in an institution recognized by the Council on Med ae ze iia which th 
cal Education of the American Medical Association encourage 
and approved by this Board. Time beyond one year a Nee ee crease of 
spent in an approved psychiatric or neurol > de 
partment of the above Government agencies may 1E PSYCHIATRIC 
be credited to experience, providing the candidat P PLA RVICE 
has been regularly assigned to a service in neurol : Denke The Pl 
ogy or psychiatry. \dvisory 
Respectfully submitted, j include w 
Joun C. Wuitenorn, M.D | have the honor I nting herewith the re- and inter 
the P nis nel Placement Ser- represent 
REPORT OF COMMITTEE ON INTERNATIONAI From t 
RELATIONSHIPS tocused 
A PLACEME} ESTABLISHED ife from 
April 30, 1946. ; however 
lt I ry t letail concerning the 


To the Council of The American Psychiat ment Service for psy- d 
we limite 
Association: toward the end of te 
As the retiring chairman of your Committee on met it ingly evident that 


International Relationships, I have to report only lans in t rmed forces, who were interested 


ng the 
psy- 
of the 
nt that 
srested 


btaining further training in psychiatry, or in 


sitions in this field, upon their return to 
1 


lian lite, 


would require advice and assistance. 
he idea of a joint The American 
ychiatric Association and the National Committee 
for Mental Hygiene for this purpose was f 


committee of 


rmu- 


lated. After preliminary discussions, a definite plan 


f operation, including a tentative budget, was 
evolved, agreed upon, and approved by the gover- 
ning bodies of these two organizations. Each of 


them appointed a committee to function together as 
a joint Advisory Committee on Psychiatric Per- 


sonnel Placement, and the special project known as 
e Psychiatric Personnel Placement Service came 
to | It began operating on December II, 1945. 
THE ADVISORY COMMITTEE 
The A Committee is composed of the fol- 
wing members: Dr. Samuel W. Hamilton, Dr. 
Arthur H. Ruggles, and Dr. Howard W. Potter, 
representing The American Psychiatric Associa- 
tion; Dr. John D. Griffin, representing Canada and 
lso The American Psychiatric Association; and Dr. 
I k Fre nt-Smith, Dr. Frank J. O’Brien, Dr. 


Miss 


Committee 


Mildred Scoville, 
for Mental 
e Chairman and 


ns and 


National 


1@ricK VV. Pars 
representing the 

Hygiene. Dr. Fremont-Smith is t 


Hamilton, Vice-Chairman. 


S OF THE ADVISORY COMMITTEE 


held meetings in 
November 24, and De- 
ember 19, 1945; and on February 15 and May Io, 


is been practically a full attendance 


Committee has 
rk on October Io, 


+] nem} - f +h, 
t the members at all of these meetings. 


OBJECTIVES 


The primary objectives of the Placement Service, 
as outlined by the Advisory Committee, are: (1) 
list the interests and qualifications of psychiatric 


parated from the armed forces; (2) to 
assist veteran physicians interested in psychiatry in 
nding suitable posts and training opportunities in 
happy; and (3) to 
1e creation of new positions and the in- 
crease of trainin 


1 
personnel S¢€ 


~ 


an be useful and 


facilities. 


under the guidance of the 
at all times to 
include within the scope of its activities the needs 
and interests of the tw which it 


represents. 


The Placeme 
A 4 


t Service, 
\dvisory 


tans 
Committee as end avored 


organizations 


From the very beginning, our attention has been 
used | rs returning to civilian 
life from the Army and Navy. We have found time, 
to assist the 
veteran doctors who have consulted us. 
we limited 


long to 


upon medical office 
few 
Nor have 
our efforts to those physicians who be- 
In this 
connection, it is interesting to note that a majority 


ywever, also relatively non- 


any one particular medical group. 
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of the applicants in our files have not as yet identi- 
fied themselves with The American Psychiatric 
Association. They constitute, therefore, a large res- 
ervoir of prospective members for this organization. 

The Advisory Committee decided that the Place- 
ment Service should also be extended to Canada, 
and we are working in close cooperation with Dr. 
John D. Griffin, Medical Director of the Canadian 
National Committee for Mental Hygiene. We have 
had a few applications from Canadian psychiatrists 
for placement in positions or training, and we have 
seen several in personal interviews when they have 
visited New York. 

The Placement Service has concerned itself ex- 
clusively with psychiatrists and physicians interested 
in psychiatry. It has been the hope of the Advisory 
Committee that it will be possible at a later date to 
enlarge the scope of its activities and include the 
placement of clinical psychologists, psychiatric social 
workers, and psychiatric nurses, as well as the 
stimulation of training opportunities in these vari- 
ous fields. If the Placement Service, however, is to 
expand in this direction, extra funds will be needed. 
The addition of trained personnel representing each 
of the groups mentioned, plus clerical assistants, to 
the staff of the Director of the Placement Service 
will also be required. It is much too early for this 
at the present time but we should at least be think- 
ing along these lines. 


PUBLICITY 


Through the Committee on Public Education of 
the American Psychiatric Association, of which 
Dr. C. Charles Burlingame is Chairman, the news 
that the Placement Service had been established was 
released and given wide publicity. Notices concern- 
ing it appeared in all of the leading professional 
journals, as well as in the official medical bulletins 
and publications of the Army and Navy. The an- 
nouncement was also sent to all members of the 
American Psychiatric Association in the United 
States and Canada. 

The response was excellent, and almost immedi- 
ately we began to receive applications from numer- 
ous physicians seeking placement. Many hospitals 
in all sections of the United States also listed their 
vacant positions with us, and asked our help in 
filling them. 

In addition to the above, a statement describing 
certain aspects of the Placement Service, and the 
problems that had been encountered, was released to 
the newspapers for publication on May 2. This 
was not particularly satisfactory, however, since the 
material submitted was so condensed by the editors 
that it was hardly recognizable when published. 


ORGANIZATION 


With respect to the various problems involved 
in the management of the office, it is sufficient to 
state that an organization has been set up which 
is functioning very smoothly. I should like to point 
out, however, that a tremendous amount of detailed 
clerical work is necessary in handling the routine 
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business of the Placement Service. The office for 
has so far been able to take care of the rather heavy 
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load and to keep everything current. ties are almost daily It is diffi 
the best 
{ 78 Clas other he 
PERSONAL INTERVIEWS 78 Cla sA her hai 
equest formation concerning state hos; 


One of the most important duties of the Director 
of the Placement Service is to interview physicia! 
who come to the office seeking information concer! 
ing positions and training opportunities in psycl 
try. This has kept us quite busy, 225 doctors hay 
consulted us in person. Many of these men, ait 
several years in the Army or Navy, have been s 
what confused as to what course of training tl 


graduate courses, 
guidance, and 


as teaching posi- 


ht be availabl The returns have 


In fact, only one-fourth of 
| ta asked for. 


ries and 
vancemer 
Only ( 
activities 
these are 
pitals, wl 
possibiliti 
most inst 


should pursue and the type of position for whic! open, so 
their experience best fits them. In some instances veral foundations qualificat 
they have not known which way to turn, so to speal rly in the year, It shot 


During these interviews, we have discussed tl 
problems with them freely, have given them ady 
on various personal matters, have answered 


ition as to what 
e | of fellowships in psy- 
to increase the num- 


not inclu 
chiatry w 
it represe 


sorts of questions pertaining to psychiatry, and | rting The different aspects tions av: 
helped them plan and map out their careers in tl ation were presented in detail, country. 
specialty. Whenever we have felt that an individual more and more fellowships in this shall be < 
was not temperamentally or otherwise adapted t a t physicians being released survey oO 
enter the field of psychiatry or continue in it, w rces, ¥ inted out. The neces- previousl 
have frankly told him so. We have endeavors ing and maintaini1 g adequate train- 
particularly to direct promising young physicians state | tals was also empha- 
to the opportunities which await them in our better foundations were quite receptive, 
state hospitals. All of the men we have seen have crete in the way of commitments Of the 
been most grateful for the time we have spent wit! them. Nevertheless, it was felt are resid 
them, and they are unanimous in their opinion that was accomplished by the visits, Althou 
the Placement Service fills a great need. v familiar with the prob- proved fe 
t ently facing. sociation 
MEETINGS ATTENDED and Neu 
BLI offer 1S, 
In conjunction with my duties as Director of th and the r 
Placement Service, I have attended a number of the A we have just tion and 


medical meetings and conferences. During t! w have listed in our files a total that Clin 
meetings, the functions of the Placement Servi tic n psychiatry, of which 769 state hos 
and what it has to offer, were pointed out to tl! - t1 2 paper wo 


assembled physicians individually and in groups 
Standards and methods of training in psychiatry 
were discussed at great length. Many physicians 
who desired to file applications with the Placement 


f the available posi- 
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Service were interviewed. Most important of all, files are state hospitals. medical s 
however, were the talks I had with Superintendents r cent are in the junior and inter- ters. Ur 
of State Hospitals concerning the difficulties they aid in these grades cannot hi 
have experienced in securing medical personnel for are quite low for the amount of interestec 
their staffs. Indeed, the shortage of doctors in state tt rience required. In a few instances, psychiatr 
hospitals throughout the country constitutes a maj I high, with no special lack of it 
psychiatric problem which must be solved g necessary. Some of the hospitals bling blo 
ntenance for the physician and his should be 

SURVEYS CONDUCTED to the salary. Others charge a ] Sive state 

subsistence and quarters. While grams, a 

In order to have a complete file of the positions nance adds to the annual income, it tages fot 
and training opportunities available in psychiatry, ble feature. The quarters fur- dencies i 
a survey of the entire field was one of our first ly inadequate and unattractive, Only 3 
undertakings. ians with whom we have discussed our files 
Letters were sent to the medical directors of 30 living on the outside. In many of nected w 
general and State Hospitals, to 340 private mental vision is made for the maintenance internshi) 


hospitals, and to 75 Community and Mental Hygiene 


hysiciat and the physician himself 


graduate 


Clinics. They were asked to indicate on a special is required to live in the hospital, with no extra | between. 
form, which we devised for this purpose, the vacant allowances if he does not. He is forced to find and Ciate hos 
positions on their staffs and the training programs maintain a home for his family in the nearby com- tion poin 
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adds to the acute housing problem which exists 
throughout the entire country at the present time. 
It is difficult to see how state hospitals can attract 
the best On the 
other hand, there are some excellent positions in 


men under these circumstances. 


state hospitals in the higher grades with good sala- 
ries and splendid opportunities for professional ad- 
vancement. 

Only one-fourth of the positions listed are in 
activities outside of state hospitals. A majority of 
these are in child guidance clinics and private hos- 
pitals, while the remainder cover a wide range of 
possibilities. The pay offered in these positions, in 
most instances, is adequate, and it is frequently left 
open, so that the employer may adjust it to the 
qualifications and experience of the individual. 

It should be mentioned that this tabulation does 
1ot include the large number of openings in psy- 
chiatry with the Veterans Administration. Nor does 
it represent anywhere near the total number of posi- 
tions available to psychiatrists throughout the 
country. It is hoped that in the very near future we 
shall be able to conduct a much more complete job 
survey of the entire United States than we have 
previously attempted. 


TRAINING OPPORTUNITIES 


Of the training opportunities listed, 65 per cent 
are residencies in state hospitals. 

Although of our state hospitals are ap- 
proved for residency by the American Medical As- 
sociation and the American Board of Psychiatry 
and Neurology, the training program which they 
offer 1S, 


many 


in many instances, hopelessly inadequate, 
and the residents receive little or no actual instruc- 
tion and supervision. This is partly due to the fact 
that Clinical 
state hospitals are so bogged down with routine 
paper work and red tape that they have very little 
time to devote to teaching, and partly to the atti- 
tude of a few Superintendents who show little or 
no interest in the problem. Then, too, most state 
hospitals are isolated and have no affiliations with 
medical schools, general hospitals, or teaching cen- 
ters. Under these circumstances, state hospitals 
cannot hope to appeal to young physicians who are 
interested primarily in obtaining good training in 
psychiatry. It is this matter of training, or rather a 
lack of it, which has proved to be our major stum- 
bling block in filling vacancies in state hospitals. It 
should be emphasized, of course, that many progres- 
sive state hospitals do have excellent training pro- 
grams, and offer unequaled facilities and advan- 
tages for acquiring psychiatric knowledge. Resi- 
dencies in such hospitals are in great demand. 


Directors and Senior Physicians in 


Only 35 percent of the training opportunities in 
our files are in medical schools and hospitals con- 
nected with them. Most of these are fellowships, 
internships, externships, refresher courses, and post- 
graduate ‘courses, 
between. 


while residencies are few and far 
In fact, medical schools and their asso- 
Ciate hospitals have just about reached the satura- 
tion point in terms of the number of residents they 
can adequately train and supervise. 


It should be mentioned that our list of training 
opportunities is by no means complete, and it does 
not include residencies with the Veterans Adminis- 
tration. As a matter of fact, the program of training 
in psychiatry which the Veterans Administration 
has planned, and which is now in operation in vari- 
ous teaching centers, is gaining momentum almost 
daily. The Veterans Administration offers the only 
real hope for providing the necessary psychiatric 
training for large numbers of physicians. 


TOTAL NUMBER OF APPLICATIONS 


A total of 751 physicians seeking opportunities in 
psychiatry have contacted the Placement Service, 
either by letter or personal interview. Breaking 
down this figure we find that only 188 of them are 
interested in obtaining positions, while 563 desire 
some form of training. 

Application forms, designed to give us informa- 
tion as to the background or the individual and 
the probable date of his release from the service, 
have been mailed to all physicians who have written 
in, and 440 of them have been returned. 


REQUESTS FOR POSITIONS 


Approximately 90 per cent of the applications for 
positions in our files are for employment outside of 
state hospitals. 

A majority of these requests are for part time 
work, with demands for opportunities in private 
practice, positions in child guidance and mental 
hygiene clinics, and teaching appointments follow- 
ing in close succession. 

Only 10 per cent of our applicants are interested 
in positions in state hospitals, a fact of very serious 
import. 

Practically all of the requests for positions are 
quite naturally from physicians who were qualified 
psychiatrists before entering the armed forces. A 
few, however, have come from physicians who wish 
to secure a good paying job which offers an op- 
portunity for training at the same time. 


REQUESTS FOR TRAINING 


Three-fourths of the requests for training we 
have received are for residencies, with the remain- 
ing one-forth distributed between fellowships, re- 
fresher courses, and post-graduate courses in the 
order named. 

The length of time specified for residencies and 
fellowships is from one to three years, for refresher 
courses three to four months, and for post-graduate 
courses eight months to one year. 

Approximately 98 per cent of the medical officers 
who desire training state that they wish to receive 
it in a medical school or a teaching hospital con- 
nected with it. Only 2 percent of them indicate a 
willingness to accept a residency or any other type 
of training in a state hospital. 

It is interesting to note the branches of psychiatry 
specified in the requests for training. General 
neuro-psychiatry is very much in the foreground, 
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while psychosomatic medicine, psychoanalysis 
chotherapy of the neuroses and psychoneuros 
child guidance are all strongly emphasized. 
A majority of the requests for residencies and 
lowships are from younger men who have bee! 
posed to psychiatry in the military services, 
who wish to continue in this specialty. A number 3 
of these, however, are from physicians who 
trained primarily in medicine, but who, throu 
their war experiences, have become interested 
entering the field of psychiatry. It should be p 
out that the medical officers in these two groups 
several years older on an average than trait 
before the war. This means that medical scl 
hospitals and teaching centers must waive their 
quirements as to age and make an exception in 
case of veteran physicians accepted for training 
The requests for short refresher courses 
longer post-graduate courses are mostly from 
cians who were experienced psychiatrists befor 
war. They desire either to brush up in the bas 
sciences in preparation for their examination 
certification by the American Board of |} 
and Neurology, or they wish to learn of the new 
developments in the diagnosis and therapy of net 
vous and mental diseases since they have been in ment Servi 
ha +} 


the service. A few of these requests, however, 
come from various medical and surgical specialists 
who are seeking a better understanding of emotional 
and psychosomatic problems, in order that they they 
might more adequately treat the patients under their vever, t 
care. 

A majority of the medical officers who have r« meet 1 
quested training state that it is necessary for tl 
to receive adequate remuneration along with 
Most of them are married and a good many have 
children. In other words, they have acquired added n spite 
responsibilities. ini 
training after release from the service, but they a1 n th 
faced with the problem of having to support a dicated in 
family. Unfortunately, the average pay of a r leased fr 
dency or fellowship scarcely permits them to d isually gi! 
Some of these men, therefore, will be lost to psy ( 
chiatry because of economic reasons. It should | ns whost 
strongly emphasized, however, that the men wl 
are really interested in becoming competent ps twee! 
chiatrists are willing and stand ready to make al 
most any financial sacrifice, even to the point of r files 
digging into their savings, if they can secure top ese will 
notch instruction and training. As a matter of fact 
many of them have included statements to this eff« 
in their application forms in answer to the quest 
concerning minimum pay acceptable. We should 


all we can, therefore, to stimulate the various activi In evaluating 


ties engaged in training to raise the pay of res plished, it 
dents and increase the stipends of fellowships PI 


CORRELATION BETWEEN REQUESTS, JOBS AND TRAIN 


Let us now correlate the requests for positions lways exper 


and training in our files with the opportunities for xactly wl 

the same which have been listed with us. This re Durit 

veals the following interesting and significant facts by this rey 
1. There are twenty times as many jobs in state ent of the 


hospitals as there are applications for them; with us, and 
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virtue of their release from the armed 
forces. At first glance, this may seem like a small 


ment by 


number. It is quite satisfactory, however, especially 
in view of the fact that most of the positions and 
training opportunities we have listed are in state 
hospitals, and since a majority of our applicants are 
interested only in extra-mural activities. The truth 
of the matter is that we cannot estimate the results 
accomplished in terms of the number of physicians 
placed. The Placement Service is 

not an employment agency in any sense of the word. 
Instead, it functions merely as an aid to placement 
by informing applicants just where the openings are. 
It has already been pointed out that many physi- 
cians have been referred to attractive positions, and 
many have been started off on the right foot, so to 
speak, in training. In addition, many have been 
counseled in personal interviews, and we have been 
instrumental in relieving the frustration and anxie- 
ties of many who have sought our advice. We have 
] 


we have actually 


also discusse 
ployers, and have suggested improvements in train- 
ing programs. The accomplishments as a result of 
t are intangible and cannot be measured 


personnel problems with various em- 


these efforts 


ectively. They are nevertheless of great impor- 
tance. It is very gratifying to report that we have 
umerous letters on file from applicants and em- 
ployers both expressing their gratitude for the ser- 
vice we have rendered them. 


PROBLEMS TO BE SOLVED 


An analysis of the material in the files of the 
Placement Service indicates the problems to be 
solved if psychiatry is to make the most of its op- 

rtunities. These are: 

1. Young physicians are fighting shy of state hos- 
pitals. This means that the acute shortage of psy- 
chiatrists, which now exists on the staffs of state 
hospitals, is not likely to be relieved, unless a de- 
termined effort is made by all of the states to attract 
the best calibre of men. 

2. Our major difficulty in filling vacant resi- 
dencies in state hospitals has been the lack of ade- 
quate supervision and training which they offer. 
The standards of training, therefore, now in effect 
in state hospitals must be improved, and new train- 
ing programs instituted where none exist. 

3. State hospitals must maintain a close liaison 
and affiliation with the nearest medical schools, 
wherever it is feasible to do so, and staff physicians 
should be given an opportunity to undertake post- 
graduate training at frequent intervals. This will 
tend to prevent professional stagnation. 

4. All state hospitals to be constructed in the 
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future should be located close to large communities 
rather than at a distance from centers of population 
in order to eliminate geographical isolation. 

5. The salaries offered by state hospitals must be 
raised, and more living quarters provided for fami- 
lies. The whole question of maintenance for physi- 
cians and permitting them to live on the outside, 
with extra allowances, if they so elect, should be 
studied and investigated. 

6. More paying positions for psychiatrists in 
activities outside of state hospitals are needed and 
must be created. 

7. Psychiatry must make and execute effective 
plans for a vastly increased program of psychiatric 
education in order to take care of medical officers 
from the armed forces and other physicians who are 
currently seeking training appointments. To assist 
in this undertaking, all state hospitals and all Vet- 
erans Administration neuropsychiatric hospitals 
must be developed into training centers. 

8. More teaching facilities for training students 
in the understanding and treatment of psychoneu- 
rotic, psychosomatic, and non-psychotic disorders 
are particularly needed. This will require the utili- 
zation of out-patient departments, as well as the 
medical and surgical services of general hospitals 
for training purposes. 

9. The number of approved residencies and fel- 
lowships in all branches of psychiatry must be in- 
creased, and the stipends that go with them made 
more adequate, in order to meet the needs of veteran 
physicians with families who wish to complete their 
training. 

10. There is a need for a considerable number of 
full time review or refresher courses in neuro- 
psychiatry in order to help physicians prepare for 
their examination for certification by the American 
Board of Psychiatry and Neurology. These should 
be given at least twice a year. 


CONCLUSION 


In conclusion, I should like to express my sincere 
gratitude to the members of the Advisory Com- 
mittee who have given so much of their time and 
thought to the problems of the Placement Service. 
I wish also to acknowledge my indebtedness to the 
Medical Director and the Division of Personnel of 
the National Committee for Mental Hygiene for 
the valuable assistance they have given me. Finally, 
it is my privilege to recognize with appreciation the 
work of the clerical staff in carrying on the routine 
activities of the Placement Service. 

Respectfully submitted, 
F. M. Harrison, M.D. 
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December 10, 1945 to April 30, 194 
RECEIPTS 
American Psychiatric Association. 
Carnegie Corporation 
EXPENDITURES 
As listed below... 
Balance, 30, T1046. 


Salaries 
2,000.00 


Travel 


Postage 
Office Supplies and Expenses............. 

Telephone and Telegraph.............. 100.00 

Letter Service and Shipping............ 200.01 3 


$3,225.00 due from A.P.A for next tw 


REPORT OF THE COMMITTEE ON PSYCHIATRIC the Vet 
SocraL Work f which the int Ad 
Since no stated meeting was held in 1945, this Sep a 


report covers in brief siimmary some of the progress 
in the area of psychiatric social work during 
final period of the war and the subsequent mont! 
I. Military social work. Through the cooperation 
of the Surgeon-General’s Office with the Joint Con 
mittee of the War Services Office of The Ameri PSR Ne 
Association of Psychiatric Social Workers and t! “Se wae 
National Committee for Mental Hygiene, muc!l ‘ 
progress can be reported regarding the extension 
the designation and use of military psychiatric s 
workers in the armed forces. Through the eff 
of the Executive Secretary of the War Services 
Office, Mrs. Elizabeth Healy Ross, indoctrinati 
courses were formulated for men and women in t! Phas plage 
army who were to be identified as psychiatric assis incest Magenta 
tants and whose previous educational training did _ 
not qualify them to receive specification No. 263 a sae, 
the classification designated by the Adjutant Gen 
eral’s Office for men and women with graduat 
degrees from schools of social work who have 
majored in psychiatric social work and/or men at 
women who were graduates of schools of social 
work in good standing who have had clinical psy . 
chiatric social work experience following their ©! Me ure 
graduation. lor prest 
IT. In the latter part of 1945, the Executive Se 
retary of the War Services Office was appointed 
Consultant to the Veteran’s Administration. 
lowing the submission of the Bill HR 4225, th ninger points the way to 
Joint Committee met to consider ways and mean ion psychi 


of gaining some consideration for social workers return to civilian psychiatri 
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practice of the new psychiatric nomenclature. In 
the fall of 1945, following the publication of the 
Nomenclature of Psychiatric Diagnosis by the Psy- 
chiatric Division of the Surgeon-General’s Office, 
mimeographed copies were sent to the Directors of 
all the schools of social work in the country in an 
effort to stimulate broader utilization of these 
dynamic concepts in the training of social workers. 
Already many of the schools of social work have 
included this. in their instructional programs of 
courses in psychiatric social work. 

Many pertinent army psychiatric social work 
papers have been published in various journals of 
social work. These articles highlight the effective 
use of the psychiatric social work in the psychiatric 
teams. The effectiveness of the therapeutic relation- 
ships in the treatment of neuro-psychiatric casual- 
ties during the war, has done much toward elabo- 
rating the effective inclusion into civilian psychiatric 
social practice of dynamic short-term treatment of 
he more accessible psychiatric problems. 

VI. Closing of the War Services Office of the 
A.A.P.S.W.—December, 1945. This office which 
had rendered such outstanding service in coopera- 
tion with the Surgeon-General’s Office Psychiatric 
Division, National Red Cross Psychiatric Section, 
was officially terminated. Funds, however, were 
made available for the writing of the history of 
the activities of the office throughout the war period 
with particular emphasis on the history of the mili- 
iatric social work done by the Executive 
Secretary, Mrs. Elizabeth Healy Ross. This his- 
tory is now in preparation, and will be published in 
the near future. 

VII. Psychiatric Social Work Office 
Committee for Mental Hygiene. 
Committee meeting in February, 


tary psyci 


National 
At the Executive 
1946, the Director 
submitted a proposal which makes possible the con- 
tinuation of the psychiatric social work office under 
the zgis of the National Committee for Mental 
Hygiene to replace the War Services Office of The 
American Association of Psychiatric Social Work- 
ers. The Joint Committee of the War Service Office 
and the National Committee for Mental Hygiene 
submitted a proposal outlining the functional needs 
for such a service. Action by the committee estab- 
lished the Psychiatric Social Work Con- 
sultant, who is to be responsible to the Medical 
Director. This action makes it possible to con- 
tinue the extension of psychiatric and psychiatric 
social work activities over the country with sus- 
tained emphasis on the raising of standards of 
training and function of psychiatric social workers 
in clinical treatment units which include psychia- 
trists, psychologists and psychiatric social workers. 

VIII. Activities of the Mental Health Unit—The 
Children’s Bureau of the United States Department 
of Labor. Through the efforts of the Joint Post- 
War Committee and the staff of the Children’s 
Bureau, a statement was prepared regarding the 
need for mental hygiene for children and youth. 
Copies of these recommendations were sent to state, 
health, welfare and education departments, recrea- 
tion agencies, churches, teacher’s colleges and 
nursery organizations throughout the country, 


othce ¢ 


through the efforts of Miss Elsa Castendyck, Acting 
Director of the Mental Health Unit of the Chil- 
dren’s Bureau. 

IX. Reprint Service. Through the action of the 
members of the Board of the Josiah Macy, Jr., 
Foundation, a proposal to underwrite the printing 
of a bibliography on the development and practice 
of military psychiatric social work was made pos- 
sible. Copies of this bibliography were forwarded to 
schools of social work, and to the military psychiat- 
ric social workers in the armed forces. The distri- 
bution by the Josiah Macy, Jr., Foundation in co- 
operation with the National Committee for Mental 
Hygiene of the preprint articles made possible the 
receipt of the newly published psychiatric material 
by all of the military psychiatric social workers 
who were in service. 

Through the efforts of the Joint Committee of the 
War Services Office and the National Committee 
for Mental Hygiene, a leaflet was prepared indicat- 
ing the need for more psychiatric social work 
personnel in the post-war period. This booklet fur- 
nished details on training requirements and informa- 
tion regarding schools of social work where 
training could be obtained. It is interesting to report 
that at the beginning of the Spring Quarter at the 
New York School of Social Work, 121 ex-service 
men were admitted for training. Fifty thousand 
copies of this leaflet were distributed to the various 
psychological and psychiatric units in the armed 
services in an effort to interest more well qualified 
men and women to seek training in the field of 
psychiatric social work. 

Marion E. Kenwortuy, Chairman, 
E. 

HELEN P. LANGNER, 

EstHer L. RICHARDS, 

Joun M. Murray. 


REPORT OF THE COMMITTEE ON PSYCHIATRIC 
STANDARDS AND POLICIES 


May 26, 1946. 


In the past one hundred years The American 
Psychiatric Association has assumed the great re- 
sponsibility of creating policies and standards for 
the care and treatment of the mentally ill as well as 
fostering research work for the prevention and 
treatment of mental diseases. The American Psy- 
chiatric Association has followed more or less a 
conservative approach for such achievement. How- 
ever, in recent years the Association became cogni- 
zant of the fact that the attention of the entire na- 
tion was focused upon the need for adequate pre- 
ventive and curative mental health services for all 
the people and that there was a definite demand for 
such hospital and out-patient services within the 
means of all classes of society. 

The American Psychiatric Association recog- 
nized the fact that adequate psychiatric service has 
not been available to the mass of our population. It 
is very common not to find a psychiatrist within a 
radius of over one hundred miles. Most of the psy- 
chiatrists are located in large cities and in mental 
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hospitals. Psychiatric service rendered by hospitals 
and clinics has never been on the same basis as tl! 
services of other branches of medicine in get 
hospitals. It was recognized by the Associat 
that complete reorganization of hospital and out 
patient services will be necessary. A uniform req 
uisite for admission of patients to mental hospitals 
should be considered as vital. Outside of a few tl 
majority of cases should be considered on a volut 
tary admission basis. Through education, 
procedure will become a rule rather than the ex 

ception. The Association felt that state hospital 

for mentally ill should be so well planned that t 

public will accept them on the same basis as get 

eral hospitals. It is obvious that such services « 

be rendered to the people only through a competent 

staff. A true medical and psychiatric service « 

be rendered to the patients of our hospitals throus 
competent personnel which cannot be obtained 

any state without consideration of salaries of su 

a personnel. The Council of the society becam 

greatly concerned about the standards related t 

clinical activities. In the majority of our hospital tr 
the most skillful psychiatrists are relegated to ad 
ininistrative responsibilities while the person 
person treatment to our patients was delegated t 
the younger and less experienced staff mem 
The Committee on Psychiatric Standards and P 
the Association felt that The Amer 
Psychiatric Association should be organized 
such a basis that the service will radiate fr 
central headquarters to the whole of the U 
States as well as Canada and other countries 
our hemisphere. 


suci 
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and in the past four years have deteriorated co! 
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It had great material for drafting a very practical 
and adequate plan for future psychiatric services. 

The new standards for psychiatric hospitals and 
out-patient clinics prepared by the committee were 
approved and adopted by the Council and published 
in the AMERICAN JOURNAL OF 
102, Sept., 1945. 


Psycuiatry, Vol. 
In the opinion of the committee 
the above standards apply to large state hospitals 
and not to small institutions, particularly those con- 
with medical schools. It is that 
these small teaching centers should be well-staffed 
and should carry on teaching and research work as 


nected obvious 


well as have high standards of psychiatric care. 
One cannot expect the above standards exercised 
literally in such teaching and other small hospitals. 
The committee feels that every well thinking ad- 
ministrator of psychiatric hospitals, as well as the 
vast majority of psychiatrists, will whole-heartedly 
support this approach of The American Psychiatric 
Association. However this will not be sufficient to 
carry out the program for the ideal plan for psy- 
chiatric service. It will be necessary for the or- 
ganized medical profession through its many chan- 
nels, to induce the public as a whole to become 
cognizant of the importance of this program and 
to prepare their representatives to think seriously 
how to make this program a reality. 

The committee is in favor of The 
Psychiatric Association assuming its 


American 
rightful 
by taking more positive and aggres- 

for achieving success in its endeavor. 

The American public will not consider psychiatry 


as a legitimate scientific branch 


celee 
leadership, 


of medicine, as 
long as mental patients are treated in institutions 
with a cost of a minimum sixty-five cents per 
capita per diem and a maximum cost of two dollars 


per capita per diem. 

The committee believes The American Psychiat- 
ric Association should become more realistic and 


demand that every state mental hospital consider 
a minimum of five dollars per capita per diem 
necessary for the care and treatment of acute, sub- 
acute and convalescent cases and two dollars and 
fifty cents per capita per diem for the care of 
various types of chronic cases. 
Respectfully submitted, 

M. A. TARUMIANZ, M.D., Chairman, 

J. Fremont BATteMAN, M.D., 

GeorceE A. M. D., 

CLARENCE B. Farrar, M.D., 

Matcotm J. FARRELL, M. D., 

FREDERICK LEDreEw, M.D., 

Howarp W. Porter, M. D., 

GitBert J. Ricu, M.D., 

KENNETH J. TiLtotrson, M.D., 

Harry J. Wortruine, M.D. 


ADDENDA TO REPorT OF MAY 26 OF THE COMMITTEE 
ON STANDARDS AND POLICIES 


It is the opinion of this committee in view of the 
activities of various lay groups that the Associa- 
tion should take immediate and vigorous action as 
follows : 


1. To set forth the actual status of mental hos- 
pital care of patients throughout the country. 

2. To state the reasons why deficiencies have 
always existed and have been aggravated by war 
conditions. 

3. The American Psychiatric Association should 
fully support and take immediate steps to give ef- 
fect to the last three paragraphs in the report of 
May 20. 

4. This committee urgently requests council to 
set up machinery as funds become available for the 
inspection and rating of all mental hospitals; and 
to bring to the attention of all state authorities de- 
ficiencies requiring correction. 

5. The committee is also of the opinion that by 
supporting wholeheartedly the Psychiatric Founda- 
tion the aims of psychiatry as outlined will be 
greatly advanced by the collaboration of lay and 
professional groups. 

6. That The American Psychiatric Association 
urge general medical and surgical hospitals to in- 
clude in their plans for development a psychiatric 
in-patient service. Such publications as “Modern 
Hospital” should be requested to carry an editorial 
on this matter in one of their early issues. Further- 
more, that the Council of The American Psychiat- 
ric Association take the initiative in gaining the 
cooperation of the American Medical Association 
and the American Hospital Association in joint 
support of this recommendation. 

7. That the Secretary of The American Psy- 
chiatric Association be authorized to send copies of 
these resolutions to the authorities of each state re- 
questing them to consider the foregoing para- 
graphs for future improvement of mental hospitals. 


REPORT OF COMMITTEE ON PSYCHIATRY IN 
MEDICAL EDUCATION 

To the Council of The 
Association: 


American Psychiatric 
The most urgent problem in the field of psychiat- 
ric education at this moment is that of training psy- 
chiatric specialists to meet the need revealed and 
created by the war. This emergency in psychiatric 
education occurs at a time when psychiatry itself 
is in a period of transition. Psycho-dynamic prin- 
ciples and therapeutic methods are beginning to 
receive the major emphasis in teaching. The con- 
tent of such teaching is not yet thoroughly crystal- 
lized, capable teachers are few, and the methods of 
satisfactory teaching are still matters for varying 
experimentation. Your committee does not there- 
fore consider it desirable at this time to specify in 
detail optimum patterns of specialistic training. Cer- 
tain general principles may well be stated. 
Satisfactory training requires intensive clinical 
experience, with close supervision and guidance in 
psycho-therapy. For this purpose the best plan is 
for resident apprenticeship training in a psychiatric 
institution with much active teaching and super- 
vision and a broad range of psychotic, psychoneu- 
rotic and psychosomatic conditions in adults and 
children. The minimum acceptable duration of this 
basic psychiatric training is two years. The number 
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of training positions of this type has always 
small. In the efforts to increase them now « 
sideration must be given to the limitation of st 
and case material. To double the number of 
residencies without other growth would probabl 

in error; actual planning in various centers seems t 
be for a 50% increase. In general, two sorts 
compromise appear feasible: (1) at least 
months of intensive instruction in all aspects of 
chiatry in a medical center to supplement two ye 
experience in a psychiatric hospital with speciali 
types of cases, such as state hospitals and vete 
hospitals: (2) concurrent combination of su 
teaching and experience, through division of trai 
time, such as four days on the job, two days 
teaching center. 

The committee recognizes the justice of the cor 
plaint that the teaching of psychotherapy in t 
many instances has not been adequate. Greater e1 
phasis should be placed on psycho-dynamics, sen 
nar discussion of clinical cases, and an opportu 
for the student to be present when psychotl 
is being carried out by the instructor. (Visua 
recording devices, one-way screens, group psy 
therapy may be utilized for this purpose.) 

Medical schools now have in prospect a period « 
six months of decreasing undergraduate teachi 
demands as the present accelerated program is tern 
nated. Your committee recommends that the ass 
ciation urge the deans of medical schools that every 
possible facility be utilized during this period 
order to enlarge the program of graduate teaching 
in psychiatry. We recognize the needs of the under 
graduate students and we do not suggest relaxat 
in the standards of their program. 

Your committee invites attention to the report 
the Hershey conference on psychiatric rehabilitat 
which resulted in nine specific recommendations 
the improvement of techniques in dealing with ps) 
choneurotic and psychosomatic disorders and t 
psychiatric aspects of comprehensive medical ca: 
As a further step towards the realization of this pu 
pose, the Commonwealth Fund which subsidi: 
the Hershey conference is now sponsoring in c 
bination with the State Medical Society of Minn« 
sota and the University a two-weeks’ course for 
the psychiatric orientation and training of the gen 
eral practitioner which will serve to guide futuré 
developments in this direction. This course was 
given to 25 practitioners the first two weeks of 
April, 1946, and was an outstanding success. The 
instruction was oriented to the everyday problems 
of medical practice with practical emphasis upon the 
understanding of the emotional factors that work 
The course was limited to the understanding of t! 
psychoneurotic and psychosomatic responses and t 
the understanding of the patient as a living dynamic 
person involved in disease process. The essential 
principles stressed were the patient-physician rela 
tionship, the value of technique of interview and the 
role of the emotions in the development of person 
ality structure. These fundamental topics weré 
presented by a coordinated teaching team with mit 
mum didactic work (one hour lecture each day) 
and small and large group seminars. Each student 
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the need for better clinical facilities should be pre- 
sented. All utilized for the 
recruitment and strengthening of teaching staffs. 


measures should be 


It is recommended to Courci! that closer liaison 
should be created with educ ial committees of 
ther national associations s as the American 


Association of American 
Medical Colleges, American Academy of Pediatrics, 
etc., so that coordinated programs can be established 
ind strengthened. Likewise there should be a follow 


College of Physicians, 


through concerning our previous request for rep- 
resentation on the National Board of Medical 
Examiners. 
FRANKLIN G. EBAUGH, 
JoHN WHITEHORN, M.D., 
JoHN Romano, M.D., 
C. Porter, M.D., 
O. SpurGEON ENGLISH, M. D. 


REPORT OF THE COMMITTEE ON PuBLiIc EDUCATION 


To the Council of The American Psychiatric 
Association: 
With psychiatry continuing to feature promi- 


nently in the various realms of public activity, a 
2 


chiatric information released for public consumption 


general interest in t has been sustained. 


has found an attentive audience, and vehicles for 
public education efforts have been provided in 
several spheres: contemplated psychiatric legisla- 
tive action in Congress, psychiatric aspects of re- 
own 
y in the 


liatric 


habilitation procedures, activity within our 


professiona 


psychiatr 
reconversion setting, and other psychi affairs 
f general interest. 

, the proposed legislation 
R. 2550, now the National 
Mental Health Bill, has passed the house, where it 


In the legislative sphere 
1 


formerly known as | 


is known as H.R. 4512, and is before the Senate as 
S. 1160. 

This suggested national program of neurops 
i research, and service has rig 
ully aroused interest in 


teaching, 


circles, and 
support 
uniformly agreed on 


u psychiatric 
although psychiatrists do not unanimously 

they seem more or less 
it, and from time to 
structive criticisms as to details of function under 


the Bill. 


time, many have offered con- 


Bill has been distributed by this committee to our 
State Representatives, and they and members of 
the Central Committee have continued to urge its 
passage in some form. Congressmen and other in- 
lividuals have been contacted, and members of this 
committee and other officials of the Association have 
been called to Washington where they testified in 
favor of the Bill. 
Another sphere of 
psychiatric 


resulting in better 
services is the reorganization of the 
Veterans Administration. The policy of the new 
administration has been to locate veterans hospitals 
as near as possible to great medical centers on the 
basis of veterans’ needs, instead of on the basis of 
political patronage. 

When the reorganization was publicly attacked 
by opposing political factions, bringing the matter to 


activity 


the attention of every citizen interested in seeing 
that the veterans receive the best in medical care 
among other benefits, The American Psychiatric 
Association came forward with unqualified support 
of the new policies. This committee, under author- 
ization of the Executive Committee, prepared and 
distributed to all leading newspapers and all pro- 
fessional journals a news release announcing the 
Association’s official stand. Excellent coverage was 
obtained on the release, and letters of appreciation 
were received from General Bradley, General 
Hawley, and Captain Daniel Blain. 

Also relating to services for veterans is the com- 
mittee’s work with the Psychiatric Personnel Place- 
ment Service, jointly established this past year by 
The American Psychiatric Association and the Na- 
tional Committee for Mental Hygiene to bring op- 
portunities in the field together with psychiatrists 
and other interested medical men being discharged 
from the armed forces. 

Nation-wide coverage was obtained by a general 
news release sent to all newspapers and professional 
journals, and the committee requested its State Rep- 
resentatives to canvass their own areas for psychiat- 
ric opportunities in child guidance clinics, industry, 
etc., as a supplement to the efforts of the Placement 
Service, which surveyed all hospitals. The re- 
sponses received were forwarded to the headquarters 
of the Placement Service. 

In view of the establishment of the Committee on 
Psychiatric Placement, this committee has foregone 
further liaison measures between the Association 
and the National Committee; no formal action has 
yet been taken by the council on this question, al- 
though there has been correspondence between the 
two organizations from time to time. In addition 
to requesting the Council to give voice to a decision 
on a liaison committee between the two organiza- 
tions, the committee also requests the Council’s 
opinion on possible liaison between the Association 
and the National Mental Health Foundation, when 
and if the Council approves of this new organization. 

The National Mental Health Foundation, admin- 
istratively independent of the National Committee, 
but cooperating with them, has as its avowed objec- 
tives better psychiatric care, public education, and 
legislative recommendations, and has expressed the 
desire to develop close relationship with all agencies 
and groups who share its interest in mental health. 
This committee does not wish to anticipate action 
of the Council, but requests specific instructions 
from the Council in regard to the National Mental 
Health Foundation. 

Apropos of influencing the public understanding 
of psychiatry and psychiatric treatments, much at- 
tention has been focused on sensational dramas and 
distorted impressions of psychiatry, as exemplified 
in the film, “Shock,” recently released by Twentieth 
Century-Fox. Specifically in regard to “Shock,” 
innumerable written and verbal complaints and pro- 
tests have been registered with this committee and 
officials of the Association by psychiatrists and other 
interested people who foresee the unorthodox activi- 
ties of the psychiatrist-villain of the show creating 
a public apprehension toward psychiatric therapy. 

This psychiatrist, diabolical and relentless, com- 
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mits a murder, and then attempts to kill the 
witness, a patient of his, with overdoses of i 
Finally, after many frightening scenes, the mut 
is discovered, a reputable psychiatrist sumn 
and the patient revived with injection of adrena 
and glucose into the vein. 

The psychiatric profession feared that th 
would so increase apprehension on the part 


tients, relatives of patients, adolescent boys 


girls, and people in general, that the effective uss 


of shock therapy would be curtailed. The inclinat 
on the part of many members of the medical 
fession, and particularly psychiatrists, was to p1 
test loudly and publicly to convince the people tl 
the picture is not a reproduction of the legitimat 
practice of psychiatry, and to demand its rem 
from the circuit. 

However, we were reminded that banning a | 
in Boston never fails to sky-rocket the sales 


book, and public controversy over “Shock,” would 


probably have been nothing more than good 
vertising, sending throngs of people to the theater 
“see what all the shouting was about.” Obvi 
the film industry had put thousands of dollars 
the production, and nothing we could do would p: 
vent their showing it. 

A more sophisticated public relations tec] 
was followed, and it developed that the film vy 
denounced on a technical and moral basis in 
New York Times, PM, and other papers 
matic critics whose opinions are accepted as 
biased criticism within their legitimate sphere 
activity, thus exerting the desired influence wit! 
the controversial or self-defensive element. R 
ported to be a second-rate picture, the film w 
probably die a natural death. 

The point in question is not what to do about tl 
film, “Shock,” but how we can avail ourselves of t 


opportunity to secure better control in the futur: 


Film industries, like the press, are not conducte 

public philanthropy, nor for the primary purpos« 
promoting the medical aims adjudged by the medi 
profession to be the most appropriate. The film 


dustry accepts only the responsibility of the general 


acceptability of motion pictures from the stand; 


of common decency and basic morality. However 


they are disposed to act within the framework 
public interest, and as a matter of fact, in this 
ticular instance, a local psychiatrist was consulte 


not only before, but during the actual filming of th 


sets. 
Our aim was to show the film industry that th 


needed more substantial psychiatric advice and gui 


dance, and we feel that exactly that has been 
complished. 

We offered to top film officials whatever ass 
tance we can provide in the future toward impro 


ing and restricting the portrayal of psychiatric mat 


ters within the limits of scientific correctness, witl 
out presuming to adopt the role of censor. In rep! 
they sent written acceptance of our committe 
proffer of help, expressing their “appreciation of tl 


reasonableness” of our committee’s viewpoint, 
requesting suggestions as to how they might 


about getting the right kind of counsel in such mat 


nd 
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obtained on this and other important aspects of 
psychiatry to be discussed will contribute toward 
attaining our public relations objectives. 

The public understanding of psychiatric matters 
was born out of a distorted idea of mental disorders 
and their treatments, and though it is safe to say 
that progress has been made in correcting faulty 
attitudes, psychiatry, by virtue of its characteristics 
of the “abnormal” and the dramatic, is still sus- 
ceptible to exploitation by unthinking or uninformed 
persons. 

This committee is convinced that, in the long run, 
with our continuing to proceed in a dignified man- 
ner, conscientiously practicing our specialty on a 
scientific basis, and particularly with cohesiveness 
within our own psychiatric group, an increasingly 
rccurate public understanding of 
be established, and subs 


will be accepted on the same basis as those of other 


psychiatry will 


equently, psychiatric services 


medical Spe cialities 

Cohesiveness within our group is of such im- 
portance that anything we can do to increase the 
solidarity of our 
with the public. 


ranks will strengthen our position 
It is paramount that we present a 


All psychiatric 


institutions, hz 


institutions, and particularly state 
ve always suffered, and the war was 
thing less than devastating in knocking down 


what standards did exist. The small, devoted group 


to keep these institutions running certainly 
1ed for the low standards of care, and 


this committee recommends that the membership be 


cannot be blan 
advised to refuse to continue as a whipping post for 
conditions resulting from lack of public support and 
egislative appropriations. 
Psychiatrists are too prone to place themselves 
this committee’s opinion that 
iey should instead become militant and objective, 


n the defensive; it is 
shortcomings, and by so doing, 
bring the leadership back into the profession, and 
l responsibility for those shortcomings on 
se who have the money and the power to remedy 
them. We will place ourselves in the most strategic 


th 


position if we ourselves are the first to criticize, and 
he first to state what should be done. We must 
strike at the legislature and at every other group, 


+ 


to prick their con 


sciences until they are aware of 
he shortcomings and feel duty-bound to remedy 
them. The Committee on Public Education urges 
the Council to go on record as advising the member- 
with recommendations as to the 
best strategy of battle. 
Respectfully submitted, 
C. CHARLES BuRLINGAME, M.D., 
Chairman, 
GeorGcE S. STEVENSON, M.D., 
Vice-Chairman, 
A. Rymer, M.D., 
NEWDIGATE M. Owenspsy, M.D., 
GERALD JAMEISON, M.D., 
Henry O. Cotompr, M.D., 
MartTIN H. HorrmMan, M.D., 
Gay.Lorp P. Coon, M.D., 
FrANK H. Luton, M.D., 
Howarp R. Masters, M.D. 


ship accordingly, 


REPORT OF THE SPECIAL COMMITTEE 
ON REORGANIZATION 


(This report, with the exception of the following 
amendment, was printed in our March, 1946, num- 
ber (102: 694).) 


AMENDMENT 


In view of the fact that the Program Committee 
had almost completed its preparation of the Scien- 
tific Program for the nineteen forty-six meeting at 
the time when the Report of the Special Committee 
was presented to the Council on December eight- 
eenth, nineteen forty-five, the committee decided to 
amend its recommendations as follows: 


1. That with the assistance of the Program Com- 
mittee a portion of the nineteen forty-six 
meeting be devoted to ascertaining the reac- 
tions of the membership of our Association 
to the Report of the Special Committee. 

2. That insofar as it is practical to do so the meet- 
ing of The American Psychiatric Associa- 
tion in nineteen forty-seven be devoted to 
discussions of the practical problems our 
members meet in their daily work. 

3. That the committee be continued and that it 
work with the Program Committee in the 
interests of the practical professional needs 
of the members of our Association. 

Kart MENNINGER, M.D., Chairman, 
Leo H. M.D., 

A. E. Bennett, M. D., 

SpAFFrorp AcCKERLY, M.D., 

Tuomas A. Rat irr, M. D. 


REPORT OF THE SPECIAL COMMITTEE ON PSYCHIATRY 
IN THE ARMED FORCES 
To the Council of The 
Association: 


American Psychiatric 

Since the last report of this committee for its 
Council on December 18, 1945, but one meeting has 
been held, that at the Division of Neuropsychiatry 
in the Offices of the Surgeon General at Washing- 
ton, D. C. 

At that meeting, Brigadier General William C. 
Menninger presented a résumé of the major de- 
velopments that had taken place, since the previous 
meeting of the committee on the 16th of July, 1945. 

It was reported that the School of Army Neuro- 
psychiatry had graduated 1,237 students and was 
being moved from the Mason General Hospital to 
Fort Sam Houston, Texas, where it is now operat- 
ing and it is proposed that the School of Military 
Neuropsychiatry should include the development 
of training of clinical psychologists, psychiatric 
social workers, psychiatric nursing and ward at- 
tendants, in addition to the training of psychiatrists 
and neurologists. 

Many of the Bulletins prepared by the Division of 
Neuropsychiatry on “Clinical Psychology Service,” 
Neuropsychiatry for the General Medical Officer,” 
Psychiatric Social Work,” “Psychiatric Testi- 
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mony before Court-Martial” and on “Nomen ml of 1 ly trained psychia- 
clature” were presented and approved by our con trists, but ! 1 students need better instruc- 
mittee and our committee were unanimous on thi nd training in ps try than they have 
desirability of wide circulation of the Nomenclaturs [he majority 
and its publication in the American Journal of not ntly oriented in 
Psychiatry. h t r is needed be- 

Some time was spent in the discussion concerning es diagnosed 
the possible screening at the induction centers and t in { : were psychotic 
the effects of the lowering of accepted standards \ t tret ises but de- 
they applied to psychiatric cases. I t uate care upon 

There was also much discussion concerning the as a medical 
need for training more psychiatrists and particular] t led nd skill. Too 
as applied to physicians who had had _ psychiatri t were not what 
experience in their military career. It was agreed ted ell trained doctors. 
that a letter based on the information at hand mber of lling for psychi- 
should be prepared and sent to all presidents of I { gument for the 
colleges or universities and deans of medical hiat ! l ed tion. The 
schools, calling to their attention the great need lical discharges 
for indoctrination of all medical students in tl ! ic d let mental deficiency, 
field of neuropsychiatry; this to be signed by all ti-social reac- 
members of the committee and a copy of this is ! I nd December 1945. 
pended. Answers have been received from all tl rd e nations 37% 
by whom this letter was received and most cord t r neuropsychiatric 
response to the needs of increasing indoctrinat ps a \ rresting fact 
of all medical students in psychiatry was received  t f all candidates 
from all of them. 

It is the feeling of this committee, that this let ( the war, 10 to 
has been and will continue to be of significant i \rmy Hospitals 
portance concerning the training of more physicians t the peak, the Army 
in psychiatry. but ly 2,400 were 


The plans for a military section of The t half of this 


Psychiatric Association were discussed and self to meet 
dorsed. General Menninger reported on the pr tuat were only about 
ress of the Neuropsychiatric history of the war. H { mmissioned directly 
stated that he hoped to be released from the Ari than 500 could be 
in July, 1946. { ture specialists. In 
This committee was a temporary one and now it trast 11 nber of psy- 
feels its service has been rendered and requests d ts, 1 A had lable at peak about 
charge. We cannot conclude this report without l sy t O specialists in 
paying the highest tribute to the leadership of 
Brigadier General William C. Menninger and t] 1 ntages is this simple 
most able staff of assistants, who accomplished ar the mild s of mental defect, 
unbelievingly great task, and has advanced Neu tional instabilit rotic weakness are 
psychiatry to a higher level of efficiency. rq nd 1 larger component 
Respectfully submitted, of incaD eithe1 military or 
ARTHUR H. Rucc es, M. D., Chai DOT than i lected by the budgets, 
Kart M. Bowman, M.D., rsonnel the time devoted te 
ALAN Grecc, M.D., iat r Medical Schools. 
FREDERICK W. Parsons, M. D., We bel that it i reasonable course and 
Epwarp A. Strecker, M. D., nel helpful one us to send you this 
EpwIn G. ZAsrIskKIE, M. D. mat n o1 t hope that the impor- 
medicine will 
ARMY SERVICE Forces n adequate attent ur medical schools. 
OFFICE OF THE SURGEON GENERA Yours sincerel 
WASHINGTON 25, D. C. \ ur H. R LES, M. D., Chairman, 
April 1, 1946 ALAN G M. D., 
Dear Dr. ck W. Parsons, M.D., 
We venture to draw your attention to one of t aRD A. S ER, M. D., 
impressions we have received as consultants to tl NG. Z M.D 
Secretary of War in the Neuropsychiatry Cor 
sultants Division of the Surgeon General’s Offic R Com™M VETERANS’ AFFAIRS 
since we are convinced that it would be folly t ae 
ignore some of the important lessons revealed thus Your Committee on Veterans’ Affairs, on the in 
far by the experience of war. vitation of Dr. Daniel Blain, Acting Assistant Medi- 
Not only have we needed (and still need) a al Director for Neuro} hiatry, has acted in an 
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advisory capacity on matters of policy concerning 
the psychiatric care and treatment of veterans. 
Both as a committee as a whole and as individuals 
we have consulted with Dr. Blain on psychiatric 
hospital organization; medical, nursing, and ward 
attendant staffing; graduate psychiatric education 
of untrained doctors entering the service and the 
education and training of doctors for psychiatric 
clinics in the community ; improving the professional 
permanent psychiatric staff in the 
organization of community clinics; the 
use of individual doctors for psychiatric treatment 
in those communities where organized clinics do 
not exist; the aim and content of graduate courses 
in psychiatry; medical school affiliation; consul- 
tant and part time professional assistance; etc. 


ompetence ol 


In each instance in which we have been called on 
collectively or individually, our counsel and recom- 
mendations have been guided by the standards and 
policies of The American Psychiatric Association. 

Respectfully submitted, 
Howarp W. Porter, M. D., Chairman, 
Epwin G. ZaAsrRISKIE, M. D., 
Howarp K. Petry, M.D. 


REPORT OF THE COMMITTEE ON PROGRAM 
When your committee met in New York in mid- 
December, 1945, to organize the program for the 
1946 Annual meeting it was faced with complica- 
tions that arose primarily out of the following two 
factors: In the first place, the cancellation of the 
1945 meeting that was finally decided upon late in 
the spring, left us with a fully organized program 
which meant that we had accepted enough of papers 
to cover all the sessions. Since then, many addi- 
tional papers were received and this necessitated a 
rearrangement and deletion of some papers which 
had already nittee. A 
received material 
was actually preferable on the basis of quality but 


been accepted by the com: 


certain proportion of the newly 


consideration that guided 
The important changes that 
came with the cessation of hostilities made it neces- 
sary to shift our attention to new psychiatric as- 
spects. Subjects such as veteran rehabilitation and 
the functions of the Veterans Administration, recon- 
version in industry, the application of experiences 
gained in wartime to civilian practice, the U. S. 
Public Health plans in regard to psychiatric prob- 
lems and a number of others, had to be given con- 
sideration in preference to other problems that had 
occupied our interests in the last three or four years. 
We are bringing this to your attention because we 
wish to emphasize the fact that the failure to 
accept some papers that were offered and the dele- 
tion of other papers that had been previously ac- 
cepted were not necessarily based on the merits of 
the papers themselves. In a number of instances the 
decision was made because of the timeliness of cer- 
tain problems as contrasted with others. Some of 
the more important changes that were undertaken 
this year included such things, for instance, as com- 
bining the presentations by the various military 
services into one half-day program with the main 


there was an additional 


us in our decisions. 


purpose of bringing out more emphatically an over- 
all survey of the experiences gained during the 
war and the lessons that were learned that could 
be applied (a) to civilian psychiatry; (b) to future 
needs if they come up. A whole half-day session 
was set aside for a discussion of the plans that the 
psychiatric department of the Veterans Adminss- 
tration is in the process of organizing at present. 
It was felt that the Association should be given 
first-hand information on this subject and a proper 
orientation in regard to the new developments. 

The plan of holding a one-day session for the 
whole Association that was inaugurated at the 1944 
meeting was found to be so successful that we have 
continued it this year. Part of it is given over to 
addresses by invited prominent speakers who will 
bring us points of value from related fields. An- 
other part is to serve the need for a general dis- 
cussion of the present status of interrelationships 
within the society and suggestions as to possible 
new developments in the future. 

The program as it stands speaks for itself. It 
represents both geographically and contentually the 
interests and activities of the society as a whole 
according to the best judgment of your committee. 
How near have we actually come to achieving this 
goal? Your committee would be grateful for your 
evaluation and advice in regard to dealing with this 
problem. Our membership is large and represents 
not only a variety of geographic sections, but also 
different orientations, activities, needs and oppor- 
tunities. The committee feels that the scientific pro- 
grams of the annual meetings should be dynamically 
representative of all of these. It is only in this way 
that participation in the meetings will result in a 
real exchange of views and stimulation of further 
progress. To do this, however, it is most essential 
that the program should represent an adequate 
picture of what is actually happening wherever 
psychiatry is practiced. Throughout the country 
psychiatrists are working on various aspects of the 
problem of personality disorders. Investigations of 
vital importance to psychiatry are also being carried 
on by workers in closely related disciplines, such 
as medicine in general, physiology, biochemistry, 
psychology, sociology and anthropology. Further- 
more there are other fields of activity which even if 
not essentially of a scientific nature, are equal in 
importance to those mentioned. These include such 
phenomena as major social events, changes in legal 
concepts, interrelationships within the psychiatric 
organization or between it and other organiza- 
tions, etc. All of these activities should find ade- 
quate representation in the program, and this 
should be the primary principle upon which the 
choice of papers offered by members would be 
based. The committee should, furthermore, assume 
a more active role and invite presentations on cer- 
tain subjects whenever it is felt that the material 
should be brought before the members of the Asso- 
ciation. The members of this committee realize that 
the practical value of this plan would depend largely 
upon the extent to which information concerning 
such activities can become readily available to them. 
It is possible that this can be accomplished through 
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the utilization of resources now available or that 
new methods will have to be devised. We hope tl 
the Council, after considering this matter, would 
give us both their critical evaluation and advice how 
to implement the plan. 

WILLIAM MALAMUD, Chair) 

Roscor W. HAtt, 

Huco MELLA, 

T. A. WATTERS, 

Mitton H. Erickson, 

D. EweEN CAMERON, 

G. Kirpy COoLtier, 

OscaR RAEDER, 

WILLIAM C. MENNINGER, 

FRANK J. CURRAN. 


REPORT OF THE COMMITTEE ON RESEARCH t ( 


1 


The committee has conducted its business, suc 
it has been, by correspondence this year, due 
large part to the difficulties in transportation 
the lack of any subject matter cogently needi: 
discussion. 

The committee is agreed that under the present 
set-up there is little that a Research Committee can 
do, since funds for a secretary and other assistan 
necessary have never been granted, despite the 
that they have been repeatedly requested. At present 
research is such an individual matter that the com 
mittee has no means of informing itself of what 
is going on and no means of directing or participat- 
ing in research. 

Our recommendations boil down to two main 
ones, concerning which the members are in agre 
ment: 

I. That such a committee should have profes 
sional and full-time workers, who will be able t 
find out what is going on in research through 
the country; and secondly, by digesting whatever 
new appears in the literature in those channels 
ordinarily coming to the attention of psychiatrists 
bring the work of fundamental science which is rel 
vant to psychiatry to the attention of research and 
laboratory workers in psychiatry. 

2. That The American Psychiatric Association 
empower the Committee on Research or the Presi- 
dent of the Association to appoint committees whic! 
will study and make reports on fundamental re 
search matters. For example, a Committee 


Eugenics is essential for psychiatry. The newer 3S vs 


therapeutic measures, which bring about more 
missions than were formerly had, turn loose in tl 


community people who, if they have defective germ- — yigues dey 
plasm, are freer to propagate. If there is a heredi n the w 
tary basis to much of mental sickness, then certainly wholly 
The American Psychiatric Association should be the future 
prominent in the work on eugenics. hia 
The newer therapeutic measures should be evalu nnel. Natu 
ated from time to time as they appear. Thus, a com I believe rapid 
mittee on prefrontal lobotomy, on electroshock, on rientation. 
the use of the barbiturates and the psychological Mrs. Fit 
methods associated with their use in the war—to regret to al 
cite a few matters—ought to be appointed to evalu- tant Super 
ate these methods from time to time. There should  chiatri 
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Washington. There is no question of the service she 
will be able to render in her new position and the 
role that it will be possible for her to play in the 
advancement of psychiatric nursing in this very im- 
portant field, and of almost equal importance the 
stimulation that she can offer in the adequate train- 
ing of attendants in Veterans’ Facilities. Mrs. Lela 
S. Anderson, her successor as nursing consultant, 
was chosen after personal interviews with the three 
members of the Advisory Committee residing in the 
East, namely Drs. Ruggles, Chambers and Wall. 
They were unanimous in their choice. Mrs. Ander- 
son for seven and a half years previous to her ac- 
ceptance of this position had been Supervisor of 
Nurses and Attendant Training in the State of 
Virgina Department of Mental Hygiene. She has 
a bachelor’s degree from Columbia University and 
has done some work toward her master’s degree, 
also at Columbia. She is a graduate of the Highland 
Hospital and Philadelphia General Hospital Schools 
of Nursing and has had a long experience in the 
field of psychiatric nursing in various administra- 
tive and teaching capacities. I believe that we were 
very fortunate in securing her services, and that 
she was able to take over Mrs. Fitzsimmons’ duties 
after only a two-week interval. Your chairman in 
accepting Mrs. Fitzsimmons’ resignation was ap- 
prehensive that a suitable successor could not be 
found promptly and that the work of the project 
might suffer a serious setback if a long interval 
elapsed between the resignation and the new ap- 
pointment. 

Members of the Council may recall that at the 
Philadelphia meeting your chairman advanced the 
idea that psychiatric 


work, and psychiatric 


nursing, psychiatric social 
occupational therapy should 
collaborate closely in any educational program in 
mental hospitals directed toward nursing and at- 
tendant training. The recommendation is now being 
made to the Council that provision be made by 
official action of the Council to provide for close 
collaboration among the chairmen of these three 
I believe no one will deny that some 
orientation in these three disciplines is not only 
desirable but necessary as a part of the training of 
personnel in any of these three fields. Such orienta- 
tion cannot be as effective as it should be, without 
some such arrangement. 

Since the termination of the Bolton Act, which 
occurred in October 1945, there have not been fed- 
eral funds available for scholarships in graduate 
nursing education. In psychiatric nursing such 
scholarships are of fundamental importance, other- 
wise many excellent psychiatric nurses will be 
denied the opportunity of graduate work at the 
university level because they will be unable to 
finance it personally. Such graduate training is 
absolutely essential if we are to develop an adequate 
reservoir of properly qualified nurses as psychiatric 
instructors and administrators. 


committees. 


There is pending at 
the present time in the Congress, what was origi- 
nally H.R. 2550 and is now H.R. 4512, a bill to 
amend the public health service act to aid in the 
development of more effective methods of preven- 
tion, diagnosis, and treatment of mental disorders. 


Provision for subsidies to properly qualified persons 
for further study in this field is made in these two 
bills. I would ask that the Council communicate 
with Mr. Priest, who introduced the bill in the 
House of Representatives, and with committee 
chairmen to whom the bill has been referred in both 
House and Senate to make certain that these prop- 
erly qualified persons will include nurses. There is 
a very definite possibility if financial assistance can- 
not be made available from some source for nurses 
who wish to pursue graduate training in psychiatric 
nursing, that a number of courses which have been 
set up at various universities throughout the United 
States will fold up through lack of candidates. This 
would be exceedingly regrettable and constitute a 
retrograde step. If this somewhat pessimistic antici- 
pation should eventuate, an adequate supply of in- 
structors and administrators in psychiatric nursing 
would be delayed indefinitely. 

Your chairman was anxious last year to have the 
curricular standards in psychiatric nursing origi- 
nally approved by the Council at the Chicago meeting 
in 1938 revised and brought up to date. In view of 
the prevailing uncertainty of last year, this was not 
done. It now seems, however, that basic training 
courses for nurses will be restored at the most with- 
in two years. It would be regrettable if the basic 
courses were returned to the level existing previous 
to the recent emergency, and we as an Association 
have nothing more recent than 1938 in curricular 
standards for psychiatric nursing. Consequently it 
is proposed during this coming year to revise the 
existing standards, adding emphasis at some points 
and subtracting it at others, in the light of the past 
eight years’ experience. 

During the course of the year several mental 
hospitals have been accredited by the committee for 
affiliate courses in psychiatric nursing. In most 
instances accreditation has been granted on the basis 
of a two month affiliation to conform with the com- 
pression of the basic nursing course which existed 
during the emergency. It is proposed, however, to 
advise these schools as soon as it is practically pos- 
sible that the accreditation will not be continued 
unless the affiliate period is restored to three 
months. Many in the Association feel that even 
three months is too short a period, but it does not 
seem practically possible throughout the United 
States and Canada as a whole to require and hope to 
have a longer period generally accepted by the gen- 
eral hospital schools. 

In a previous report your chairman made the 
observation with regret that the trend in psychiatric 
nursing seemed to be toward a reduction in basic 
schools in mental hospitals. It is now possible to 
give you the actual figures. There are presently 23 
active basic schools in mental hospitals in the United 
States. Twelve of these are in the state of New 
York, leaving only 11 for the rest of the country. 
This represents a reduction of 14 such schools in the 
past two years. Affiliate courses and senior cadet 
programs have been established in 32 hospitals not 
previously having such courses. At the present 
time there are seven states in which no psychiatric 
experience is available. This is an improvement 
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over three years ago when there were 14 such states ( t t  t ug] hoop. To accept the 
Five states and the District of Columbia report that t that it ' ts it from taking the 
all undergraduate students in nursing receive psy rt , of us had hoped 
chiatric nursing experience. I think we can ther« t if not 1 that one must give up 
fore say that there has been decided improvement i that improved. In rapid 
this respect since the work of the nursing proj ment rtain changes which 
was initiated July 1, 1942. tal ¢ re effective 
Your chairman wishes to express his appre 

of the sympathetic cooperation which the Cot { { mmittee should 
has given to the Committee on Nursing and to | ent of ner. 
personally. He wishes also to express to the 1 ; | mention the Com 
bers of the Advisory Committee on Nursing and t ' \f Education. The 
whole committee his thanks for their support dene con 
couragement and wise counsel. 
Respectfully submitted, ind the 
CHARLES P. Fitzpatrick, M. D ( Surgeons has 
tablis! no reason why 
Emmetr F. Hoctor, M. D., tion. through its 
GROSVENOR B. PEArson, M.D., \f tion, should not 

JosepH E. Barrett, M.D., 1: 
t t psychiatry 
KENNETH E. Appet, M. D., 


[his is a 
ARCHIBALD McCAuSLAND, M.D., 
nts. They, 


WILLIAM L. Patterson, M. D., tly beneft 
James H. WALL, M.D., 


: Committee of Stand- 
RatpH M. CHaAmpbers, M.D. 
itistactory 


taken with 
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REORGANIZATION OF THE ASSOCIATION t paid the Committee on 
AT CHICAGO, May 1946 


rganizati 
All of us, when we join the Association, have « > pong 


pectations as to how far the organization might : ee rhe 
lend strength and weight to our own aims at —— a 
Many of us have had the hope that in these d . tee ey cannot be 
of enormous personal and social change, the As cen gi ¢ by those who are especially trained 
t field. A few years ago I 


ciation would constitute one of those powerful forces 
which are at work in building our future social 
order. For there is no group anywhere, the me: 
bers of which have such detailed and prof 
knowledge of all aspects of human nature. 

But the Association has not, and does not, assume 
that leadership. It is a measure of our own maturit 
if we can bring ourselves to accept the fact that n 


er of an attack 
rtment of a large 
ts Governor. lack of preparation 
1 tt There was no informed 
t which one could 
and was indif- 
zations such 


only has it not undertaken leadership but that it W 
pt in touch wi 

cannot, not because of inadequacies on the part ee W a new" 

those who have directed its policies for these last 


: ic relations 
several decades, but because of its own constitut elatior 


These constitutional inadequacies it shares with 


every other organization which is of continental . committee on 
scope. Within them there is, of necessity, a diversity ;, ons working together with & Committee 
of interest and of aim which quite precludes the Standards and Policies « ped to carry out the 
single-minded striking towards a goal which is tl st 
essence of leadership. Now wherever you have su TASKS OF abolishing 
diversity within an organization you must proces } exist in a min rity of those 
by compromise, and compromise is not pioneering fey and misconcep- 
leadership. tions which persist in the mi of a considerable 
I have dealt with this point at some length for it ay ee a een 
has seemed to me that much of the very consider _ Other changes which I feel would benefit the 
able, the undeniable dissatisfaction which exists tion are the abolition of the Nominating 
concerning the performance of the Association mittee system which, rightly or wrongly, has 
within recent years arises from this misconception rise to widespread suspicion that it serves to 
concerning the leadership which it can give. tuate cliqi nd factions in office. I would 
It is important to get clear in our minds what our t that a committee be appointed to study and 
Association can be expected to do and what it can- t the best methods to elect the officers of 


not. A lot of energy can be wasted trying to get t \ tior 
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The Affiliate Societies should be increased in 
number and _ the the Association sent 
down at regular intervals to them for discussion and 
report. In this way the opinion of the membership 
could be much better obtained than at present. 
Finally, I would propose that the financing of this 
and other expansions of the public work of the 
Association should not be borne by the membership. 


business of 
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We contribute our experience and our professional 
abilities. It is reasonable that the public, through 
philanthropic foundations and through the direct 
raising of funds which the Association is now 
undertaking, should finance this work which is 
directly and clearly in the public interest. 


D. Ewen CAMERON. M. D. 
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CORRESPONDENCI 


Editor, AMER AN JOURNAL OF PSYCHIATRY ram or more pt 


Sir: Authors endeavor to maintain a di 
nificd silence toward unfavorable or eve 
unfair reviews of their books, but when a re- 
viewer uses downright untruths to express 
his personal spite through a so-called bool 
review fairness should permit an author 
ask for a correction. The more so when tl 
false statements are published in so distit 


inst one of its ad- 
ry. I am con- 
this type of 
not worthy of a publication 
ndards of THE AMERICAN 
Very trulv vours., 


lAINTOR, 


guished and influential a periodical as T M -Month Club 
AMERICAN JOURNAL OF PSYCHIATRY. News re R ine Furniss of 

I am referring to a review of my novel, eptember Rem¢ 
September Remember, by Dr. John A. Lar- he dust jacket ne novel with 
son which was published in THE JOURNAI blurb” written entirely by the publicity staff 
of March, 1946. That review contains tl f Prentice-Hall, I 
following serious errors of fact: 

1. Dr. Larson devotes about a fifth of his litor, AM \N JOURNALOF PSYCHIATRY: 
space to criticism of the role of a charactet Si In the March 1046 issue of the 
he calls Joe Wales. There is no Joe Wales ee ee ee 
in September Remember, there is a Joe hn A. J the bool September Re- 
Kelly and there is a Sam Wales. Did Dr eml insofar as it speaks favor- 
Larson read September Remember ? bly of Ak lics Anonymous. I wish to 

2. Dr. Larson prefaces some of his bit vi pl he contents of that re- 
terest criticism by writing, “To quote fro view. Iam ed to write as I do be- 
the book:” and then does not quote the boo! cause Dr. ] Blythewood as 
in his entire review but quotes—for implied ld it might seem that his re- 
derision—(a) the very favorable review of rks reflect attitudes when the con- 
this novel by Ruth Pine Furniss in 7/ trarv is the case 
Book-of-the-Month Club News of May, \s you know. when vou asked me to com- 
1945, and (b) a statement from the dust ment on the | [ suggested Dr. Larson’s 
jacket of September Remember written by name _ becau was personal 
the publisher’s publicity department. Both friend of mine and I felt that he could give 
statements are enclosed for your verification. a more objective account of the book than I. 
Neither was seen by me before the book was_ He had expressed interest in the subject 
printed. matter of the novel, a story of a man re- 

3. Dr. Larson writes, “. ... the book laimed by A. A., and I thought could and 
does not do justice to. . . . the psychiatrist would be fair in his discussion. 
who is only casually mentioned.” Actually However, what he has to say is neither ob- 


the fictional psychiatrist, Dr. Sam Wales, is jective nor fait 


a prominent character in the novel and many you will have 
of the book’s pages (see especially Chapter disavowal and 
18) stress the author’s belief that alcoholics which he point 


can profit much by psychiatric aid. Did Dr. what Dr. Lars 
Larson read September Remember ? Very 
It seems fair to conclude that in writing 


his “review” Dr. Larson was motivated by 
spite against the Alcoholics Anonymous pro- 
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nor even accurate. I hope 
room to print this letter of 


a letter from the author in 
s out the utter irregularity of 


[LARRY M. Tresout, M. D., 
Blythewor 
Greenwich, Conn. 
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Editor, AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: The reviewer of the book September 
Remember has received criticism indirectly 
by the author and a former colleague and 
has been accused of not having read the 
book ; he must deny this allegation. Unfor- 
tunately, he did read the book and has re- 
gretted it ever since. 

The reviewer must apologize for mixing 
up the names of the characters but since he 
had thrown away the copy, it is impossible 
to correct the technicalities; however, the 
fact remains that the original criticism is un- 
changed, that the author solves the problems 
of two characters, not by psychiatric assis- 
tance and by Alcoholic Anonymous but by 
the suicide of the girl involved, then the re- 
sultant reunion of the family. The reviewer 
quoted “from the book.” This should have 
been quoted from the jacket of the book. 
The reviewer is not hostile to Alcoholic 
Anonymous but feels that the author did not 
do justice to it, which apparently was the 
aim of the book, and that it was a sloppy 
presentation of it. 

The reviewer is perplexed at the anxiety 
displayed by the one who asked him to re- 
view the book and has been asked questions 
as to this individual’s personal relationship 
with the author, friend clinician, etc. He 
has also been queried as to the identity of the 
author, whether or not anonymous, and if 
so, why? Also, the reasons for the author’s 
interest in the questions of alcoholics and 
Alcoholic Anonymous. The reviewer cannot 
answer these questions. This book is not for 
a scientific library, does not add to our 
knowledge of treatment of alcoholics, is con- 
fusing and not worth reading by either lay 
reader or the psychiatrist who is interested 
in the problem of rehabilitation of alcoholics. 
For the space given the psychiatrist, the re- 
viewer is disappointed by the apparent fu- 
tility of his psychotherapeutic efforts as 
depicted. 

Joun A. Larson, M. D. 


Editor, AMERICAN JOURNAL OF PsYCHIATRY: 

Sir: In a thought-provoking article about 
methods of “Commitment of the Mentally 
Ill” which appeared in the May 1946 issue 
of the Journat, Drs. Overholser and 
Weihofen pay high tribute to the Lone Star 


State, claiming that “Texas is probably the 
most striking example of the ancient custom 
of equating the mentally ill person with the 
criminal” (p. 762). Texas, so it seems to 
me, has far too many boosters. The prize 
should be shared with its near-neighbor, 
Mississippi, or perhaps even awarded to it. 

In 1942, I was chief of the NP section at 
Keesler Field, Miss. At that time, psychotic 
soldiers whose histories showed evidence of 
mental disease prior to their induction into 
the military service, were transferred to 
state hospitals rather than to veterans’ facili- 
ties. Like Texas, Mississippi gives custodial 
care and treatment to the mentally diseased, 
but only after juries of their peers have con- 
victed them of the crime of being ill. 

C.S., one of our patients, came from Mis- 
sissippi. We were instructed to present him 
at the court house at such and such a time on 
such and such a day. In addition, in accord- 
ance with telephoned instructions he was 
handcuffed and accompanied by an armed 
guard. 

We were directed to a basement room that 
reeked with the odor of stale urine. It was 
the sheriff, I believe, who greeted us. “That 
the loon?” was his cheerful yell—and then 
he went to the ‘phone. “Doc,” he shouted 
into it, “the loon’s here. C’mon over.” 

The physician arrived in a few minutes. 
He seemed earnest and efficient. “You’ve 
examined him?” he asked me. “What’s the 
diagnosis?” I told him, he signed the certifi- 
cate, said “hello” to the patient, and was 
gone after having spent five minutes at the 
most breathing in the odor of the room 
with us. 

Next, the sheriff made a series of ’phone 
calls. ““He’s here,” was his almost invariable 
statement. “He don’t look so damn crazy, 
but he’s a loon all right. C’mon over.” He 
then thrust a document into the crook of our 
patient’s flexed left elbow, leaped back and 
cried, ““This here’s a subpcena to be in this 
here court in ten minutes to see if you’re as 
crazy as he” (pointing to me) “says you are. 
But you don’t look like a loon to me. Are 
you?” 

The jury was assembled in less than ten 
minutes. It resembled nothing so much as a 
jury in one of the old William S. Hart west- 
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erns. The patient sat handcuffed next his 
armed guard in one corner of the room, the 
sheriff presided in the center at his desk, a1 
the jury lounged against the wall farthest 
from the “prisoner.” Throughout th 
“trial,” two of the jurymen indulged in a 
fairly loud and vociferous argument about 
whether the patient looked like a “loon.” 
And throughout the “trial,” two others kept 
rhythmically chewing their tobacco, although 
the one spittoon was at least ten feet away 
The marksman with the goiter and the torn 
trousers hit the bull’s eye each time, but his 
rival’s aim was poor, probably because of a 
marked and recurrent left blepharospasm 
And unfortunately, at the beginning of the 
“trial,’ I was between the jury and their 
spittoon. 

“They say this guy’s a loon,” the sheriff 
began. “Any questions you want to ask?” 
There were—and most were directed at the 
patient. He maintained a stolid silence. “Can 
you escape from an insane asylum?” one of 
the jurors finally asked. He believed he 
could. A juror told his neighbor that this 
proved the “prisoner” was crazy—nobod) 
could escape from one of those places. (But 
our patient did, only a few months later.) 
“What makes you think he’s a loon?” I was 
asked. “Because the army needs all the men 
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THE NATIONAL SOCIETY 


This Society, a clearing house for infor- 
mation on medical studies and discoveries, 
has been organized under the sponsorship of 
the Association of American Medical Col- 
leges with the cooperation of 101 national 
scientific organizations. 

Dr. Anton J. C 
of physiology at the University of Chicago, 
has accepted the presidency and Ralph A. 


Carlson, professor emeritus 


Rohweder, 1946 president of the Chicago 
Junior Association of Commerce and former 
editor for the National 
Safety Council, has been appointed executive 
secretary. Secretary-treasurer is Dr. A. C. 
Ivy, head of the department of physiology, 
Northwestern University. 


consultant and 


The Society has as its purpose the ad- 
vancement of research in medicine, biology, 
pharmacy, dentistry and veterinary medicine. 

Dr. Carlson emphasized that an important 
function of the Society is to analyze and ex- 
pose the propaganda of small but highly 
voca’ groups which object to the use of ani- 
mals in the experiments without which medi- 
cal science would still be in its infancy. 
Every must 
take time from their vital duties to defeat 


year doctors and researchers 


legislation proposed by these groups which 
would hamper or stop the work of the medi- 
cal profession. 
The board of 
posing list of names representing a wide 
range of universities and 


directors contains an im- 


other scientific 


FOR MEDICAL RESEARCH 
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bodies. They are: R. B. Allen, University 
of Illinois; Alfred Blalock, Johns Hopkins 
University ; C. S. Burwell, Harvard Univer- 
sity; E. J. Carey, Marquette University ; 
L. R. Chandler, Stanford University ; W. C. 
Davison, Duke University ; R. E. Dyer, Na- 
tional Institute of Health; H. S. Gasser, 
Rockefeller Institute; E. W. Goodpasture, 
Vanderbilt University; J. G. Hardenbergh, 
American Veterinary Medical Association ; 
J. C. Hinsey, Cornell University; Victor 
Johnson, American Medical Association ; 
C. D. Leake, University of Texas; E. M. 
MacEwen, University of Iowa; W. S. Mc- 
Ellroy, University of Pittsburgh; B. O. 
Raulston, University of Southern Califor- 
nia; A. M. Schwitalla, St. Louis University ; 
Isaac Starr, University of Pennsylvania; 
E. L. Turner, University of Washington ; 
Floyd S. Winslow, Medical Society, State 
of New York. 

National offices of the Society are at 25 
East Washington Street, Chicago 2, Illinois. 

The fact that a major activity of the Na- 
tional Society for Medical Research must 
be to combat the maneuvers of anti-vivisec- 
tionists and similar groups is another of the 
all too numerous painful evidences of the 
immaturity of a society that engenders such 
groups, themselves nonproductive, and who 
strive perversely to obstruct the labors of 
those endeavoring peacefully to promote 
human welfare. 


THE MEDICAL CENTER 


Plans recently completed for extensive ex- 
pansion and transformation of the Children’s 
Hospital of Boston promise to make of the 
new institution a unique organization that 
will provide every type of medical service 
for infants, children and adolescents in both 
health and illness. 

The trustees are planning to meet the 
needs of today, to anticipate those of tomor- 
row and to set a pattern for a pediatric ser- 


FOR CHILDREN, BOSTON 


vice unexcelled anywhere. Clinical, research 
and educational programs will be combined 
and the facilities of the Center will be avail- 
able to pediatric services not only in New 
England but throughout the country. 

New developments will include the Child 
Health Service, which will comprise all as- 
pects of preventive pediatrics to promote 
healthy growth and development, physical 
and mental; a Unit for Adolescents, which 
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will devote special attention to the problems 
and disabilities of this life epoch that ar: 
adequately provided for neither in genera 
hospitals for adults nor in special hospitals 
for children; a Neurological Institute fo 
Children in which will be focussed all the 
work in neurology, neurosurgery and ps) 
chiatry of early life, thus filling another gap 
in the usual health services for children; an 
Institute of Pediatric Research which will 
include laboratory divisions representing the 
various medical sciences, and where special 
techniques applicable to the problems of 
childhood and adolescence will be available. 


1 


DR. CHEN! 


After thirty-five years in the psychiatric 
services of the State of New York, Dr 
Clarence O. Cheney asked to be relieved 
from active duty in his most recent post, that 
of medical director of the New York Hos- 
pital, Westchester Division, and his retire- 
ment became effective July 1, 1946. 

For many years Dr. Cheney has been a 
leading figure in American psychiatry. It 
will be recalled that during the second dec- 
ade of this century he and Kopoloff, by care- 
ful experimental work, were able to correct 
a tendency to over-enthusiasm concerning 
the results of treatment based on the focal 
infection theory, at that time vigorously pro- 
moted. Dr. Cheney’s professional connec- 
tions have been many and he has served on 
the staffs of various hospitals and clinics 
throughout the state. Before going to the 
New York Hospital, Westchester Division, 
he had been superintendent of the Hudson 
River State Hospital for five years and for 
another five years director of the New York 
State Psychiatric Institute and Hospital. He 
occupied the chair in psychiatry at Columbia 
University, and later was professor of clini- 
cal psychiatry at the Cornell Medical School. 
This latter position he will continue to hold 
and will maintain connection with the New 
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Dr. Cheney served five years as secretary 
of The American Psychiatric Association 
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nd in 1925 was elected presi 


) In his presidential address at the 
innual meeting in 1936, dealing with the 
past, presen id future of American psy- 

ry, he foresaw that general medicine and 
ychiatry must continue to draw more 


with increasing in- 
methods into medi- 
might well be a tendency 
state hospital care 
and further, “a 
decreasing tendency to send psychiatric pa- 


lecentralization from 
] 


local general hospitals,” 


ents immediately to state hospitals, and 
more of an inclination to care for them in 
or clinic medical 
supervision, public health nursing and social 
The toward com- 
munity psychiatry that Dr. Cheney then in- 


their homes, under privat 


service care.” progress 
visioned has since been continued and, but 
for the Hitler regression, would have been 
much further advanced. 

As a tolerant, progressive and withal con- 
servative scientist, Dr. Cheney represents a 
notable stablizing influence in contemporary 
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At the recent commencement exercises at 
the University of Vermont the honorary de- 
gree of Doctor of Science 
upon Dr. Samuel W. Hamilton, President of 
The American Psychiatric Association. The 
citation follows: 


was bestowed 


SAMUEL WARREN HAMILTON 


Because you have devoted your professional 
career to the study of psychiatry and to the ad- 
vancement of the medical care of the mentally 
ill; because you have achieved a position of dis- 
tinction in your chosen profession and promoted 
its advancement; and because you have brought 
distinction to your alma mater, we delight to honor 
you. By virtue of the authority vested in me, I 
confer upon you the degree of Doctor of Science, 
Honoris Causa, and admit you to all its rights and 
privileges. 


Dr. Hamilton is a native of the Green 
Mountain State, and it is peculiarly fitting 


PRESIDENT HAMILTON HONORED 


that the university from which he graduated 
in 1898 should now in his presidental year 
pay him this well merited tribute. 

It is not necessary here to recall the de- 
tails of Dr. Hamilton’s professional career. 
The surveys of mental hospital services that 
he has conducted in all parts of the United 
States and in Canada have caused him to 
know and be known by a greater number of 
the practicing psychiatrists of the continent 
than has probably been the experience of any 
other officer of the Association. His author- 
ity in hospital planning, organization and ad- 
ministration and in the jurisdictional matters 
of state control is unquestioned. 

The JOURNAL is happy to join in con- 
gratulations to Dr. Hamilton upon the honor 
he has received at the hands of his alma 
mater. 


DR. ADOLF MEYER’S 


Friday, September 13, was the eightieth 
hirthday of Dr. Adolf Meyer. To celebrate 
this memorable occasion Mrs. Meyer invited 
to a birthday dinner his former assistants 
still in Baltimore together with Dr. Ruth E. 
Fairbank of Mt. Holyoke College, Dr. Alex- 
ander Leighton of Washington, D. C. and 
Mr. Walter Lageman of New York. There 
were twenty-four at the table and to judge 
by the laughter from the far corners there 
were as many stories of the early days of 
the Phipps Clinic going the rounds there 
as at Dr. Meyer’s end of the table. 

Dr. Wendell Muncie acted as master of 
ceremonies, and brief after dinner speeches 


EIGHTIETH BIRTHDAY 


were made by Drs. Leo Kanner, C. H. 
and Alexander Leighton. Dr. 
Meyer was presented a leather bound volume 
of personal letters from those present—each 
a personal evaluation of Dr. Meyer’s influ- 
ence on the writer. A congratulatory cable- 
gram from Dr. Oskar Diethelm, now visit- 
ing in Switzerland, was read. 

Dr. Meyer was in fine form. Mrs. Meyer’s 
dinner was never surpassed, and the guests 
were all delighted to participate again in the 
Birthday Party, which each fall had been the 
occasion for the first social gathering with 
the new and old staff members of the clinic. 


> 
Rogerson 


NEWS AND NOTES 


Dr. SLEEPER HEeEAps AvuGustTA STATI 
HosriraL.—Appointment of Dr. Francis H 
Sleeper as superintendent of the Augusta 
(Maine) State Hospital and consultant on 
hospitals and mental health to the Maine De 
partment of Institutional Service is an 
nounced by Harrison C. Greenleaf, Commis 
sioner. Dr Sleeper, who has resigned 
Assistant to the Commissioner of Ment 
Health in Massachusetts reported for dut 
September 1, 1946. He succeeds Dr. Forr 
C. Tyson, retired. 
APPLIED PSYCHOANALYSIS. 
The New York Psychoanalytic Institute of 
fers courses during the academic year 1946 
47 for physicians, obstetricians, pediatri 
cians, dentists, nurses, social workers, ps) 
chologists, educators and sociologists, The 
courses run from Sept. 23 to June 13 and are 
grouped in trimesters of 12 evenings each. 
Applications may be made to the Institute 
at 245 E. 82d. St., New York 28, N. Y. 


ScHOOL OF 


Dr. WALL Heaps New York Hospirat, 
WESTCHESTER Divistion.—Dr James H 
Wall has been appointed medical director of 
the venerable New York Hospital, West- 
chester Division (formerly Bloomingdale 
Hospital) to succeed Dr. Clarence O. 
Cheney who recently retired. 

Dr. Wall, a graduate of Jefferson Medical 
College, Philadelphia, and a diplomate of the 
American Board of Psychiatry and Neurol- 
ogy, has been on the staff of the New York 
Hospital since 1929 and assistant medical 
director since 1936. He had also served as 
director of the laboratory, as head of the 
women’s department and as psychiatrist to 
the out-patient department of the Payne 
Whitney Clinic and is thus well equipped to 
assume the direction of the hospital. 

Dr. Wall is assistant professor of clinical 
psychiatry at Cornell University Medical 
College. He assumed his new duties at the 
New York Hospital, July 1, 1946. 
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NEWS AND NOTES 


American Book Center, c/o The Library of 
Congress, Washington 25, D. C. 


VETERANS ADMINISTRATION MENTAL 
HEALTH Portcy.—An expanded consulta- 
tion and treatment program for World 
War II veterans with service connected psy- 
chiatric disabilities has been authorized by 
Veterans Deputy adminis- 
trators of the 13 branch areas have been 
given permission to establish mental hygiene 


Administration. 


any of the agency’s 70 regional 
additional facilities are 
and the professional 


clinics in 
offices when such 
rated as “‘necessary” 
staff can be employed within existing per- 
The mental hygiene clinics 
will render treatment on an out-patient basis, 


sonnel ceilings. 


with emphasis on group therapy. 
Thirty-two clinics for mentally sick vet- 
erans previously had been authorized for 
various metropolitan areas and approxi- 
now fully staffed and oper- 


mately half are 
ating. In general the treatment team at the 
clinic is composed of one psychiatrist, one 
clinical psychologist and two social workers 
for each group of 50 patients. 


TREATMENT OF EMOTIONALLY DISTURBED 


CHILDREN, ILLINOIS.—Plans for a new in- 
stitution in Illinois for the treatment of 
“Emotionally disturbed children” are pre- 


sented in a booklet issued by the Illinois 
Children’s Home and Aid Society, Chicago. 
The emotionally disturbed child is charac- 
terized as one “who wears out one foster- 
house after another and is persona non grata 
in the usual institution because he either dis- 
rupts the institution or cannot fit into the 
normal program.” 

The committee appointed to draft specifi- 
cations for the new institution points out 
that it must three 
ment, teaching and research; whereas exist- 
part are not 
equipped to undertake either research or 


serve purposes—treat- 


ing agencies for the most 
teaching. 

Three departments of the University of 
Chicago (pediatrics, psychiatry, social ser- 
vice administration) will collaborate in the 
program, and it is hoped that a suitable site 
for the proposed institution may be found on 


the suburban South Side where such col- 


laboration can 
advantage. 


be carried on to the 


AMERICAN BoarD OF PSYCHIATRY AND 
NeEvurRoLocy.—The executive offices of the 
American Board of Psychiatry and Neu- 
rology, Inc., have been moved from Wash- 
ington, D. C., to 102-110 Second Avenue, 
Rochester, Minnesota. Dr. Francis J. Brace- 
land, who was recently appointed consult- 
ing psychiatrist to the Mayo Clinic, was 
elected secretary of the American Board at 
the May meeting in Chicago and has 
removed to Rochester. 

Dr. Braceland succeeds Dr. Walter Free- 
man, one of the founders of the American 
Board of Psychiatry and Neurology in 1934 
and who had been its secretary since that 
time. 

The next meeting of the Board will be 
held in New York City, December 16 and 17, 
1946. Applications for examination should 
be sent to the secretary at once. The De- 
cember meeting is the last opportunity for 
the consideration of candidates who desire 
certification upon record. 

AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The twenty-sixth annual meet- 
ing of the American Occupational Therapy 
Association was held in Chicago, August 
10-16, 1946. More than 500 members and 
guests were in attendance. 

This was the first meeting since 1941 
and a comprehensive program, occupying a 
full week, had been prepared to bring to- 
gether recent developments and current 
trends in this field. Among the topics re- 
ceiving special consideration were occupa- 
tional therapy in the Veterans Administra- 
tion, programs for tuberculous patients, the 
future of occupational therapy in the Army 
and in the U. S. Public Health Service re- 
habilitation program, graded programs for 
cardiacs, paraplegics and other organic 
neurological types. Recreational therapy, 
music therapy and bibliotherapy were also 
discussed. 

To Miss Doris Beasley and the members 
of her committee is due great credit for the 
success of this meeting. 

Officers elected for the coming year are: 
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President: Mrs. Winifred C. Kahman 
Indiana University Medical Center, I 
anapolis, Ind. Vice-president: Miss Mat 
jorie Fish, University Extension, Colum! 
University, New York, N. Y. Board 
Management: Miss Beatrice Wade, As 
ciate Professor and Director of Occupation 
Therapy, College of Medicine, University 
of Illinois, Chicago, Ill., and Miss Mabel 
Davis, Chief Occupational Therapist, Crais 
Colony, Sonyea, N. Y. 


1 


MENTAL HEALTH PROGRAM. 

At a recent special session of Ohio's 96tl 
General Assembly, the legislature approve 

for the remaining six months of 1946, tot 
appropriations of $3,727,420 for an emet 
gency program for mental health. Thes 
funds will provide operating budgets | 

newly opened units at Tiffin, Mt. Vernon, 
Cambridge and Hoover receiving hospital 
in Cleveland; will permit an 8-hour day 
for employees in the state institutions; will 
supplement present expenditures in state i1 

stitutions to meet in part the increased costs 
of food, fuel and clothing; and will m 

emergency needs for improvements at 

equipment at Tiffin and Mt. Vernon 
other facilities. Since Lausche 
had requested a total of $6,205,980 for the 
mental health program, the amount voted 
does not provide for a supplemental ay 

propriation for building construction, funds 
to increase the amounts of food, to improve 
the diet of mental patients, to raise the 
salaries of personnel to overcome shortages, 
to employ additional personnel or to organize 
mental hygiene clinics in rural areas. A 
significant and hopeful 


Governor 


feature of the 
special session was the demonstration of 
wide public support for adequate mental 
health appropriations. 


Louts Gross MemoriaAL LecturE.—The 
ninth annual Louis Gross Memorial Lectur 
will be delivered under the auspices of the 
Montreal Clinical Society at the Jewish Gen- 
eral Hospital, Montreal, on Wednesday, 
October 23, 1946, at 8.30 p.m., by Dr. Roy 
R. Grinker, director of the Institute for 
Psychosomatic and Psychiatric Research and 
Training of the Michael Reese Hospital, 
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SALMON LEcTuRES, 1946.—The Salmon 

e¢ Ps and Mental Hy- 


\cademy of Medi- 
| Dr. David M. Levy of New 
York as the Salmon Lecturer for 1946. Dr. 


evy’s subject is xcursions in the New 
Fields of |] itt and his lectures will 
be given on three successive Wednesday 
evenings, November 6, 13 and 20, in the 
New York Academy of Medicine Building, 


2 East 103rd Street, New York City. Mem- 
bers of the medical profession and their 
friends are invited to attend. 

HAWAII.— 
personnel com- 


SOCIETY, 


Chairman Vivian Johnson, 


mittee, The Mental Hygiene Society of the 
Territory of Hawaii, announces that Mrs. 
Margaret Hackfield, former executive secre- 
tary of the Washington Mental Hygiene 
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Society, has been appointed executive secre- 
tary of the Hawaiian Mental Hygiene So- 
ciety and will soon take up the duties of 
that office in Honolulu. 

ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL DisEAse.—A joint meeting of 
the Association for Research in Nervous and 
Mental Disease and the International League 


Against Epilepsy will be held December 
13th and 14th at the Waldorf Astoria Hotel 
in New York City. The subject for dis- 
cussion will be “Epilepsy.” 

Correspondence concerning this meeting 
may be addressed to Thomas E. Bamford, 
Jr., Secretary, Association for Research in 
Nervous and Mental Disease, 115 East 82nd 
Street, New York 28, New York. 
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THE UNKNOWN By Theodo? 
Translated from the German by Dr. Katherin 
Jones. (New York: Prentice-Hall, Inc., 1945.) 

“The Murderer,” consisting of 244 
pages with copious bibliographical notes and 
index, stresses the need for greater emph: 
understanding the unknown motives of cr 
and the extent of their ego involvement as a n 
of approach for evaluating the psychogenes! 
crime. 

In the past, crime prevention, punishment 
reformation have been concerned in large measut 
with interest in the collection, interpretation 
uses of clues; and in interpreting circumstant! 
evidence. These are but links in the chain of pr 
Their evaluation is often influenced by indi 
or personal psychic phenomena involving hasty 
prejudiced conclusions; and these are based uj 
psychological or unconscious impressions or “sel 
evident truths.” These often minimize a conside1 
tion of true evidence. For example, suspicio1 
against competent evidence may be created by su 
factors as previous history of crime on the 
the accused, an attitude of silence, or the gi 
contradictory testimony. 

Upon this, the author remarks that the crimi1 
ogists’ thinking is rarely logical and illustrates 
citing what has been called logical errors that ar‘ 
mistaken for the purely intellectual point of view 
of the observer. In reality these have psychol 
connections and often influence the fixing of a 
motive. 

The author believes that the correct answer to 
seven questions will explain every crime. Th 
include “What” has happened? “Where” 
“When”? and “Why”? did it occur? “Who” was 
the victim? “With”? what and the “Way’? it 
was done? He also believes that the “Way” a thing 
is done often throws light upon “Who” did it, sit 
it reflects in part the characteristics of a person in 
action. 

The formal criminologist approach, however, is 
generally through the medium of inanimate or ol 
jective clues that tell little unless they become tl 
object of activity of the person sought. Errors in 
crime detection, in criminologists’ procedure and 
judgments, tend in the direction of what has long 
been considered suitable to the deserts of individual 
criminals. This is illustrated by the following sum- 
mation of evidence when pronouncing sentence on 
an accused murderer. Thus “the accused is a 
cunning, crafty fellow, without scruples, whom on 
might believe capable of murder.” 

The author comments on the value of psycl 
analysis in courts as follows: “The admission 
of analysis into court ... . foreshadows bizarre 
and terrible happenings—a witches’ sabbath of 
commonsense, where the C£dipus complex is used 
as evidence against the accused, and his unconscious 
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of data characteristic of adequately adjusting per- 


sons rather than a search for and elimination of 
abnormal features. The results of the psychiatric 
examination are based upon the observation of per- 
sonality functions as they were manifested in the 
every-day life of the subject, and care is taken to 
record them in terms that are simple but at the 
same time precise in their relationship to adjust- 
ment. On the basis of the material studied, a series 
of 25 outstanding features was abstracted and the 
absence or presence of these in the various subjects 
were recorded. The personalities of the subjects 
lassified in relationship to these traits into 
three groups: A, B, and C, the first representing 
the highest degree of “soundness,” the last the 
owest, and B, an intermediate group. The physical 
examination and history follow the usual routine of 
such examinations, emphasis being placed in the 
latter upon occurrence of common diseases of child- 


hood and early 


were C 


adolescence, and the former giving 
an account of the structure and functions of the 
various organ systems of the body. The physiologi- 
cal examination, which takes up the functions of 
such systems as the cardiovascular, respiratory, 
muscular, etc., places emphasis on an evaluation of 
dynamic adjustment to stress situations rather than 
simply rec figures. The anthropo- 
metric measurements were mainly concerned with 
the evaluation of the somato-type with sub-divisions 
into four groups of strong, moderate, weak and 
very weak masculine components. The psychologi- 
cal examinations consisted of standardized intelli- 
gence measurements in addition to the more 
elaborate projective tests. The socio-economic study 
concerned itself with the family background, the 
milieu, the early home setting and the person’s own 
socio-economic adjustment to date. Since this study 
was started in 1938 the investigating group has 
continued to follow the subsequent adjustment of 
the subjects studied to determine the validity of the 
conclusions reached in the original survey. In re- 
gard to this, it is interesting to note that the large 
majority of the men 


rding static 


studied have subsequently 
entered military service and this afforded an op- 
portunity of determining how these men have been 
able to adjust to the stress of military experience. 

The author very wisely refrains from using the 
results of this study as a basis for conclusions in 
regard to average normal people. It is quite ap- 
arent that the material consisted of a group of 
ighly selected individuals and that further work 
should be done with representatives of other groups 
so as to widen the scope of the applicability of the 
findings. The chief value of this work is that the 
emphasis is correctly placed upon adjustment of 
the person to a particular type of social setting, 
rather than the relative degree of abnormal mani- 
festations. Occasionally this tendency is perhaps 
somewhat overemphasized. As the authors put it, 
“it was unnecessary to assume gradations from ab- 
normal to normal behaviour” and that “the hypoth- 
esis of a continuum between the mentally ill and 
the normal did not prove to be a sound mode of 
approach in this study.” Whether such a cleavage 
can be made successfully is a question, and in places 
in this book the point seems to be a bit forced. An 


D 
h 


interesting feature of the study, particularly in 
the case of the physiological and psychological in- 
vestigations, is the very wide range of variability 
that is encountered within the ranks of those nor- 
mally adjusting young men. It points out in no 
uncertain terms the fallacy of sticking to rigid limi- 
tations in making our evaluations as to who is 
likely to break down under physical or psychologi- 
cal stress and also indicates the importance of tak- 
ing into consideration the types of stress to which 
a given individual is subjected. No matter how well 
adjusted a person may seem to be he has his 
vulnerable spots and will obviously adjust less well 
when the stress situation calls for a particular effort 
that must be carried by the personality component 
which is vulnerable. As a starting point in the 
direction of studying normal persons, this study is 
of great value. It is true that as one broadens out 
into other walks of life, some of the standards may 
have to be revised, and the emphasis shifted in one 
direction or another. However, here is a pattern 
which is well worthwhile following, and a contri- 
bution which was long needed in the study of human 
nature. 
WILLIAM MALAMuD, M. D., 
Worcester State Hospital, 
Worcester, Mass. 


ALCOHOL, SCIENCE AND Society: TWENTY-NINE 
LECTURES WITH DIscussIONS AS GIVEN AT 
THE YALE SCHOOL oF ALCOHOL StunrEs. (New 
Haven: Quarterly Journal of Studies on Al- 
cohol, 1945.) 


The very important knowledge in this new book 
deals with the basic problems of alcohol, the ques- 
tion of heredity, personality make-up, children of 
alcoholic parentage and the effects of excessive 
drinking upon the institution of marriage and the 
family ; also, the metabolism of alcohol, its physio- 
logical effects in large and small amounts, and 
chemical tests for alcohol in the blood; and, the 
legal aspects of. prohibition, analysis of wet and 
dry propaganda, the philosophy of the temperance 
movement, the role of religious organizations, the 
fellowship of Alcoholics Anonymous and the various 
psychiatric and medical methods of therapy. 

This volume was written by men who have had 
a wide experience in the scientific research of the 
many problems of alcohol and alcoholism. In a 
chapter on nutrition, Dr. Norman Jolliffe of the 
New York College of Medicine reminds the reader 
that he has repeatedly called attention to the fact 
that certain disturbances observed in chronic al- 
coholism are not caused directly by alcohol and 
that they are secondary to nutritional deficiencies 
that might develop without the use of alcohol. They 
do develop, however, more frequently during the 
excessive use of alcohol because this excess inter- 
feres with the normal diet. Polyneuropathy (poly- 
neuritis) is caused by deficiency of thiamin or 
vitamin B:. In Wernicke’s syndrome there is also 
an acute complete deficiency of vitamin B:. Pellagra 
is found in chronic alcoholics; it is a deficiency of 
niacin and nicotinic acid. The discarded term, en- 
cephalopathia alcoholica, was once believed to be 
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caused by the direct action of alcohol, but now it is 
known that encephalopathias, even when they « 

in alcoholics, are caused by a nicotonic acid 
ficiency. In Jolliffe’s research work on this subject 
he discusses one particular disease which may 
associated with alcohol. It is Laennec’s cirr] 
or “hobnail” liver. This disease may develop in men 
and women who were never drinkers of alcol 
But the fact remains that it does occur more fri 
quently in very heavy drinkers than in moder 
drinkers or abstainers. There are reasons to beliey 
that nutritional deficiencies of some sort are a 

tor in causing Laennec’s cirrhosis of the liver. It 
is certain that the pathological changes in this organ 
are not caused by the direct action of alcohol 
more than is the analogous situation, beriberi, but 
the particular nutritional deficiency at the botto1 
of the disease has not yet been conclusively demot 
strated. 

Another chapter is a critical analysis of genera 
expenditures in connection with inebriety. Dr. Ben 
son Y. Landis of Yale University finds that t 
standards of living of excessive drinkers and their 
families are without question greatly lowered 
cause of expenditures for alcohol beverages, apart 
from wage losses due to inebriety. He estimate 
from national figures of 1940 that excessive drinkers 
made an average expenditure of $6 per week | 
person for alcoholic beverages. And he concludes 
that since the majority of these alcoholics belong t 
the lower income classes, the adverse effect of tl 
specific expenditure on the living standards of this 
population group is evident. 

The serious efforts of developing and carrying 
out a nation-wide program of education, social 
sponsibility and the rehabilitation of the individu 
alcoholic, as recorded in this book, deserve the suj 
port of the entire medical and allied professions. 

P. R. VEssiE, M. D., 
Blythewood, Greenwich, Conn 


OUTLINE OF PsycHIATRIC CASE Stupy. Second 
Edition. By Paul William Preu, M. D. (New 
York: Paul B. Hoeber Inc., 1943.) 


This new edition of a book which has already 
proven useful to medical students and interns is a 
primer of psychiatric procedure outlining step b: 
step the technique by which an adequate psychiatric 
history is taken and recorded, and a psychiatri 
examination and clinical approach is carried out. 
This edition contains many revisions as well as new 
sections, including an outline for the psychiatric 
case study of the child. Brief reference is made t 
the place of psychological and social case-work in 
vestigations and consultations. Sample charts and 
suggested forms for the medical history, the physical 
examination and the nursing record are provided. 

A guide and outline such as this is the necessary 
companion of every new student of psychiatry. 
Some will be annoyed because it fails to deal ade- 
quately with their special point of interest. Others 
will be impatient at its rather tedious completeness 
of detail. It would take several hours to complete 
a psychiatric history and examination if all the 
suggested questions were asked and all the possible 
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finally told that Columbus, Edison, Dickens, Edgar 
Allen Poe, Hitler and Napoleon had I.Q.’s of 180 
or over, it seems difficult to take the discussion 
seriously. One is also skeptical about accepting 
a statement such as, “The occupational status of 
the individual reflects the intelligence and degree of 
conscience, therefore offers a practical clue to these 
personality factors.” 

In the formulation of personality the author 
claims that emotional reaction is a function of the 
autonomic system and that psychosexual develop- 
ment is dependent upon the endocrines of the auto- 
nomic nervous system. The idea that neither the 
autonomic nervous system nor endocrines 
undergo change or are capable of modification by 
environmental influence, is hardly in accord with 
our present medical knowledge. 

The reviewer would conclude, therefore, that 
aside from the formulation of personality and the 
discussion of intelligence, the book is in keeping 
with modern psychiatric thought and is well worth 
perusal. 

K. M. B. 


THE PSYCHOLOGICAL FRONTIERS OF SoctETy. By 
lbram Kardiner, with the collaboration of 
Ralph Linton, Cora du Bois, and James West. 
(New York: Columbia University Press, 
1945.) 

The need has been increasingly felt in recent 
years for a thoroughgoing integration of data, ob- 
servational techniques, analytic procedures, and 
explanatory concepts from the fields of anthropol- 
ogy, psychiatry, psychology, and sociology to help 
us arrive at an understanding of the development of 
the individual in his culture. This volume by a 
psychiatrist, with the assistance of sociologists and 
anthropologists, is an ambitious step in the direc- 
tion of such cross-disciplinary integration. Using 
as his major tool the concept of basic personality 
type, which he has already defined in his earlier 
writings, the author seeks to examine the useful- 
ness of this concept in predicting individual de- 
velopment, cultural projective systems, and social 
change. The book is at once a testimonial to the 
richness of this approach and a guidepost to its 
hazards. 

In so complex and inclusive an undertaking there 
are inevitably some decisions concerning theoretical 
framework, research tools, and sources of data 
which must be made before the analysis can even be 
started. On these points the author is explicit 
and consistent. The theoretical framework is psy- 
choanalytic. “The only psychology that can ap- 
proach these problems with any hope of success is 
psychoanalysis” (p. 22). The central research 
tool is the basic personality structure, described as 
a “group of nuclear constellations in the individ- 
ual” (p. 24), derived from the individual’s early 
experiences, tending to be similar for different in- 
dividuals within the same society, and forming the 
basis for projective systems expressed in religion 
and folklore. The sources of data from which the 
basic personality structures are derived and against 


which they are later tested are three socio-anthro- 
pological studies: the Comanche (based upon the 
work of Linton), the Alorese (compiled from 
duBois’ The People of Alor), and Plainville, 
U.S.A. (based upon the book by James West). 
A final chapter, actually a condensation of a forth- 
coming book, examines the applicability of the 
concept of basic personality structure to the his- 
tory of Western civilization. 

If he accepts the author’s decisions on these 
points, the reader may also accept the results of 
the analysis with little difficulty. Take, for ex- 
ample, the 260-page study of the Alorese. Included 
in these pages are the ethnographer’s report of 
Alorese life, information concerning family atti- 
tudes, child-rearing, adult behavior, together with 
projective material related to myths, legends, 
dreams, and religion. These are the raw materials 
from which the psychiatrist, through “psychody- 
namic analysis,” derives the basic personality struc- 
ture. In this case, early experiences of maternal re- 
jection and lack of affectional ties, plus hints of 
potential but unexpressed aggression, lead the 
author to describe the basic Alorese personality as 
“suspicious, mistrustful, lacking in confidence, with 
no interest in the outer world” (p. 170). 

Having so delineated the basic personality struc- 
ture, the author next attempts to check on his 
conjectures through the psychoanalytic study of 
the biographies of seven Alorese, and through the 
comparison of blind analyses of 38 Rorschach 
protocols (by Oberholzer) with the postulated per- 
sonality types. The limitations of these latter pro- 
cedures are fully recognized by the author. Cer- 
tain aspects of the basic Alorese personality type 
are “confirmed” by the biographical and Rorschach 
analyses; new aspects of the personality are “re- 
vealed,” and relationships between personality for- 
mation and social configuration are “established.” 
New facts are added from these sources, and the 
personality pattern synthesized in psychoanalytic 
terms. “ . this is the combination which sup- 
plies the crucial information that the integrational 
series whose projective manifestations we have used 
as guides were started in the nursing period. Noth- 
ing else could account for this particular combina- 
tion. . . . . When the strong tie to the parent is in- 
terfered with and there is no introjection of the 
parental imago, the foundation for an adequate 
superego is spoiled” (p. 251). If he accepts the 
author’s basic assumptions, then, the reader will 
be led, through the logically consistent treatment 
which follows, to accept the author’s conclusions. 

On the other hand, some readers—among them 
the reviewer—will certainly question the author’s 
decisions regarding the universal applicability of 
psychoanalytic theory, regarding the concept of 
basic personality type, and regarding the technique 
of analyzing anthropological data. Some readers— 
among them the reviewer—will therefore question 
the results of this analysis. The breadth of current 
experimentation on determinants of personality and 
the variety of theories offered to explain person- 
ality differences demonstrate unequivocally that no 
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one concept of personality structure can justifiabl 
claim exclusive rights to the explanation of | 
behavior. In the light of modern learning tl 

it is altogether possible that the rejected Al 
child, to return to our example, learned tl 
deprivation that basic satisfactions were not | 
vided by certain adults, and that he carried 01 
(generalized) to other adults in his environn 
attitudes of anticipated frustration, and hence wit 
drawal. As a matter of fact, in many insta 
throughout the book (the illustrative case on | 
17-21, for example, or the concept of “symb 
extension” on p. 39), where the issue of the 1 
choanalytic versus the learning theory 
joined uncompromisingly, closer inspection n 
show the difficulty to be largely a semantic 

Some readers—among them the reviewer 
further question the wisdom of defining the | 
personality type for the Alorese in terms wl 
imply its generality, and then selecting as examp! 
for analysis such different personalities as, 
Mangma and Rilpada. Granted that deviation f 
the “norm” is both expected and instructive, 
granted also that practical considerations limit 
choice of cases, the question of whether or 
the sample of behavior chosen to validate a conc 
is representative cannot be overlooked. A furtl 
objection can be made to Kardiner’s use of R 
schach materials to check on the predicted basi 
personality type: . once we are told by tl 
Rorschach thet certain end results can be identifi 
It is a relatively easy matter to reconcile them wi 
more basic trends” (p. 245). If later independent 
observations—either biographical or Rorschach 
are to be employed as validating criteria, a rigt 
ously scientific procedure dictates that they should 
not be used also as a means of re-interpreting th 
observations which are to be validated. 

These criticisms stem largely from differences 
theoretical predisposition and from a convictiot 
that, even in dealing with the tremendously rich and 
often diffuse materials of field study, the researcher 
is obligated to introduce certain controls into his 
procedures. The criticisms should not obscure 
contributions which this ambitious undertaking 
makes to the difficult but essential task of inter- 
disciplinary integration. These contributions in- 
clude the forging of an analytic tool for the under 
standing of individual personality development, the 
testing of that tool in a wide variety of culturally 
different circumstances, a re-emphasis upon and a 
re-evaluation of the importance of early childhood 
training in later personality structure, and the ex- 
tension to the analysis of normal personality de 
velopment of techniques developed in clinical psy 
chopathology. Each one represents an important 
step in ordering the closely-related fields of soci 
ology, anthropology, psychiatry, and psychology. 
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3razil, with a con- 
stantly growing catalogue of books and journals. 
Specialized medical, pediatric, 
ophthalmological, etc—were set up and a section 
of radiology was established. Patients with tuber- 
culosis were segregated in an adequate establish- 
ment under special care, as were patients with neu- 
Existing installations were expanded 
and modernized and new pavillions and agricultural 
colonies were created, always according to the 
policy of maximum economy consistent with pa- 
tient comfort. By 1932 the Colonies of Juqueri 
amounted to six, the most recent of which was es- 
tablished that year on new plans calling for small 
economical pavillions arranged in semi-circle with- 
in pleasant gardens. 

The General Directorate of Mental Hospital 
Care, which was created by law in 1930, embraces 
four subdivisions—Clinical Psychiatry, the Mani- 
comio Judiciario, the Central Hospital and the 
Colonies of Juqueri. The Manicomio Judiciario, an 
autonomous department for the study and treat- 
ment of the criminally insane, established in 1933 
and considered to be, in organization, one of the 
world’s best, has done much in the development of 
forensic psychiatry in Brazil. 


neuropsychiatric collection in 


clinics—surgical, 


rosyphilis. 


With these and other improvements, including 
psychiatric out-patient and mental hygiene clinics, 
a modern school for abnormal children, the adop- 
tion of all the new therapeutic techniques, the state 
of Sao Paulo disposes of an excellent psychiatric 
Further expansion is anticipated, 
with the creation of regional establishments so as to 
constitute a series of hospitals at the principal con- 
vergence centers of transportation and to eliminate 
the excessive centralization of patients that now 
btains. 

Dr. Pacheco e Silva relinquished his post as Di- 
rector General of the state hospital system of Sao 
Paulo in 1937 to become Professor of Clinical Psy- 
chiatry at the University of Sao Paulo Faculty of 
Medicine and at the Paulist School of Medicine. 
The present Director General is Dr. Pedro Au- 
gusto da Silva, described by Dr. Pacheco e Silva 
as “one of the most brilliant figures in Paulist 
psychiatry of the new generation.” 

C. C. BurtincAME, M. D., 
Institute of Living, 
Hartford, Conn. 
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PaTIENTS HAVE FAmILiEs. By Henry B. Richard- 
son. (New York: The Commonwealth Fund, 
1945.) 


This book was written by an internist in non- 
technical language for all who are interested in 
helping sick people to become well. 

The text of 408 pages, containing glossary and 
general index, was the result of a study directed 
by Dr. Henry B. Richardson and financed by the 
Josiah Macy Jr. Foundation. The cooperation of 
the faculties of public health, medicine and psy- 
chiatry of Cornell University Medical School, the 
New York Hospital and its social service depart- 
ment, and the family service and department of 


educational nursing of the Community Service 
Society were necessary to carry out this project. 
Their goal was the better understanding of the 
family as a unit of medical care and the implica- 
tions for treatment. 

The breadth of cooperation needed for this study 
cannot be emphasized too strongly. It is the 
pattern of medicine for the future. This book shows 
clearly and with sustained interest how illness, 
when the time sequence is balanced against the 
total life picture of the patient, may take on an en- 
tirely different interpretation to the original im- 
pression gained by casual clinic contact. Treatment 
of the individual may be useless unless treatment 
is given to the family. To treat the family as a 
unit may need all the facilities of a highly organized 
community service, as shown by this study. To 
know the personality of the patient is not sufficient. 
It is essential to know the traits of all who com- 
prise this unit. 

This book shows with clarity, rarely exhibited, 
that apparent disease may be only malfunction of 
part of that person. Yet that person does not live 
to himself, but is part of a small constellation of 
people called the family. His personality affects 
and is affected by each and all of them, as the 
family unit is affected by what we commonly think 
of as environment in its wider sense. 

Much is written about psychosomatic medicine— 
too little about social medicine. This text might 
be described as a combination of both. It should 
be prescribed reading for the medical student, 
nurse and social worker. One would like to see it 
in the hands of all who practice the art of medicine. 

Mary V. Jackson, M. D., 
University of Toronto. 


THE SCIENTIFIC APPROACH TO CHRONIC ALCOHOL- 
1sM. (New York: The Research Council on 
Problems of Alcohol, 1946.) 


It is estimated that 6 percent of the United States 
citizens who use alcoholic beverages become exces- 
sive drinkers, and that of these latter, 25 percent 
become chronic alcoholics; that is, there are some 
750,000 chronic alcoholics in the United States. 
“There are more chronic alcoholics than active 
cases of tuberculosis. When this fact is considered, 
and when the almost total lack of hospital facilities 
is taken into account, it appears that alcoholism is 
near the top of the list of major public health 
problems.” 

The present brochure has been put out by the 
Research Council on Problems of Alcohol, the 
pioneer agency in this field. The magnitude of the 
problem is set forth in startling figures. For ex- 
ample, the cost of alcoholism to society in the year 
1940 was estimated at $13,000,000 for mental hos- 
pital care, $25,000,000 for maintaining drunks in 
jails, $175,000,000 as the cost of crime associated 
with excessive drinking. 

In dealing with this problem other countries, 
rather than the United States, have taken the lead. 
Sweden had before the war 10 state hospitals de- 
voted exclusively to the treatment of alcoholism. 
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Switzerland had 20 dispensaries for out-patient set M Urbat Univ. of IIlinois 
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its larger towns. 2 brochure indexes the papers in two 
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cial commissions to study alcoholism. Certain cit view and ournal. The first 
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falo, Charleston (West Virginia), Cleveland, Des the att botl nd lawyers impor- 
Moines, New York, Pittsburgh, Rochester and tant issues in which both prot ns are concerned, 
Washington, D. C. In tl first series four medical journals took 
The Research Council on Problems of Alc part—A MERICAN Jor vAL OF PSYCHIATRY, An- 
under the guidance of its President, Dr. A. J M surgery 
Carlson, Professor Emeritus of Physiology, Uni representing 
versity of Chicago. The report sets forth remedial parts Of Ure Wnin laborated in this 
. sé expanded somewhat 
measures which must include (1) research; (2 
ed six ind seventeen law 
creased hospital and other treatment services; (3 
Howard Coonley, former President of the National 46 macter index. Mal § them will be found of 
Association of Manufacturers, states in a forew special assistance to trial lawyers, expert witnesses 
“The medical and scientific approach to the prol 1 the courts in de personal injury 
lem of alcoholism should go far toward preventing tigation, the problems expert testimony and 
another prohibition fiasco.” ther m 
Ca Smit A pl ral medicine in 
e Unive! rendered distin- 
SCIENTIFIC PROOF AND RELATIONS OF LAW A)? tished service to the me | and legal professions 
MepIcINE. Master Index to the Symposi bringing to publication the mass of valuable ref- 
Series. Edited by Hubert Winston Smit nce material represent this index. 
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IN MEMORIAM 


JACOB S. KASANIN 


1897-1946 


Dr. Jacob S. Kasanin died of a cerebral 
hemorrhage on May 4, 1946. Although he 
had been ailing at times during recent years, 
he had been actively engaged in his psy- 
chiatric work and had planned to attend the 
1946 meeting of The American Psychiatric 
Association, where he scheduled to 
present a paper. His death came as a great 
shock to his many friends and his family. 
He is his wife and three 
children. 


was 


survived by 


He was born in Russia in 1897. During 
his childhood his family moved to Manchu- 
ria, and he came to this country in IQI5. 
He obtained his B. S. degree in 1919 and 
his M. D. degree in 1921 from the Uni- 
versity of Michigan. He received his basic 
psychiatric training at the Boston State 
Hospital the Psychopathic 
Hospital and his neurologic training at the 
Mount Sinai Hospital in New York. He 
obtained an M. S. degree in public health 
in 1926. He served as director of mental 
hygiene for the Jewish Charities of Boston 
from 1927 to 1928 and as senior research 
associate at the Boston Psychopathic Hos- 
pital from 1927 to 1931. Following this he 
became clinical director of the State Hospital 
for Mental Diseases at Howard, R. I. From 
1936 to 1939 he was director of the psychi- 
atric department of the Michael Reese Hos- 
pital in Chicago. In 1939 he went to San 
Francisco, where he organized and developed 
the psychiatric department of the Mount 
Zion Hospital. He assistant clinical 
professor of psychiatry at the University 
of California Medical School. 


Boston 


was 
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Dr. Kasanin brought to psychiatry a keen 
and inquiring mind, enthusiasm and a con- 
structive approach to psychiatric problems 
unburdened by dogmatic or hidebound think- 
ing. He had an abundance of energy, which 
he used unsparingly in all his undertakings. 
His psychiatric interests were broad, and he 
made many important contributions to the 
literature, including two monographs in col- 
laboration with others on “Conceptual 
Thinking in Schizophrenia” and “Language 
and Thought in Schizophrenia.” He was 
active in teaching and in social aspects of 
psychiatry, doing pioneer work in mental 
hygiene in the San Francisco area. During 
the war years he also pioneered in providing 
out-patient facilities for veterans, and he 
was psychiatric consultant to the 9th Service 
Command. 

His psychiatric attainments were widely 
recognized. He served as president of the 
American Orthopsychiatric Association in 
1941-42. 

Possessing an outgoing and colorful per- 
sonality, Dr. Kasanin had a great capacity 
for making friends wherever he went and 
for keeping them. He was a stimulating and 
genial companion, whose zest was infec- 
tious and whose wit was always good 
natured. Though unconventional and often 
outspoken, he was essentially a tolerant and 
considerate person. He will be sadly missed, 
not only for his cheery presence but also 
for his solid contributions to American 
psychiatry. 

Davip RotuscuHitp, M.D., 
Worcester State Hospital. 
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